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TYPHOID GANGRENE OF THE LOWER EXTREMITIES 
—ONE HUNDRED AND THIRTY-FOUR CASES-- 
SPONTANEOUS AND SURGICAL 
AMPUTATIONS.* 


By B. MERRILL, RICKETTS, PH. B., M. D., CINCINNATI. 


But a comparatively few cases of gangrene of any local- 
ity are associated with typhoid fever. Gangrene from ty- 
phoid disease occasionally attacks the lips, tongue, cheeks 
and genitalia. It has also been observed involving the fin- 
gers, hands, arms, toes, feet and legs. Gangrene of the lower 
extremities associated with typhoid fever is indeed rare com- 
pared with the great number of cases of typhoid fever thru- 
out the world. : 

There is no known contributing cause; climate, habits, 
occupation and general environments do not offer any solu- 
tion whatever to the problem. It appears to be due to the 
bacillus typhosus but this has not been proven. That the 
subject may be more fully considered the following ab- 


Dr. Benjamin Merrill Ricketts, of Cincinnati, the author of this 
paper, is well known to all students of recent surgical literature—his 
contributions having been numerous and of surprising character. He 
ay graduate of the Miami Medical College, of Cincinnati, class of 


Stracts of the reported cases are appended. That many 
more cases have occurred than those herein mentioned is 
without doubt : ° 
PaTHoLocy.—Gangrene of any part associated with ty- 
phoid is due to embolism, thrombosis or inflammation of 
the veins or arteries or both, more frequently the arteries. 


*Read before Virginia State Medical Society, Roanoke, Septem- 
ber, 1903. An Historical Resume. 


Gangrene is due to a plug, inflammation, anomalies 
and obstruction to collateral circulation and may appear at 
crisis of disease or at any time during the progress of the 
fever or convalescence from same. 

When due to inflammation the process as a rule extends 
until all of the vessels of the extremities are involved ; while 
in cases of embolism or thrombosis the process is more 
localized with partial or complete destruction of the tissues 
beyond the occlusion which may be at any point in the 
course of the vessel. 

The gangrene may involve a part or all of the circum- 
ference of the leg; usually a part when there is thrombo- 
phlebitis; when both the veins and arteries are implicated 
or arteries alone the entire circumference is involved. - 

There may or may not be tenderness along the course 
of the vessel. It is more frequently present when the vein 
is involved. 

The gangrene may be confined to the course of the ar- 
tery involved, with severe hyperesthesia. Occlusion of ves- 
sel or vessels may be partial or complete. 

One or both external iliac arteries or veins or all may 
be embolic—partial or complete; and partial paralysis may 
follow without amyatrophy, 

Gangrene of feet and legs when double may be simul- 
taneous or there may be an interval of days or weeks. 
Fever may be high or low, or there may be none at all 
Gangrene may be moist or dry, slow or rapid, in its prog- 
ress. 

Metastatic abscesses may form in the kidney, liver, 
lung, spleen, pancreas, heart, or brain, and there may be 
spontaneous fracture of the long bones. 


SURGICAL AMPUTATION. 


Amputation should be made as soon as gangrene is dis- 
covered and far enough above the diseased tissues to be 
reasonably sure that nothing but healthy tissues (and espe- 
cially healthy blood vessels) are divided. : 

If the lower leg be involved amputations should be 
above the knee joint (lower third of thigh) as in such 
cases the occlusion is almost invariably in the popliteal ar- 
tery. 

Mortality in both spontaneous and surgical amputa- 
tion is higher in subjects over 40 years of age, and when 
amputation is delayed. 

If there is great debility and surgical anesthesia contra- 
indicated (which is seldom found) a rapid primary ampu- 
tation should be made thru the gangreneous tissues. The 
secondary amputation can then be made subsequently so that 
the work may be comnleted in two sittings. There are prob- 
ably but few cases in which this course is necessary, or 
is to be advised. 

There are a few cases in which the grangreneous pro- 
cess will continue even after the amputation be made in 
normal tissue. 

The more favorable cases for amputation are those 
involving the toes, feet and lower leg during convalescence. 
This is so in amputation of the lower extremities for any 
purpose ; the mortality increasing as the upper thigh is ap- 
proacht. 

SPONTANEOUS AMPUTATION. 


This, as a rule, should not be encouraged. However, 
in a few cases in the aged where both extremities are in- 
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volved with dry grangrene slow in its development with 
great debility and any kind of surgical anesthesia seems con- 
traindicated, it should be carefully considered. If, however, 
the line of demarcation be establisht and amputation could 
be done rapidly above the knee or ankle without surgical 
anesthesia, then spontaneous amputation should not be con- 
sidered. 

CLINICAL EXPERIENCES. 

I was called in consultation with Dr. Loomis, Inde- 
pendence, Ky., January, 1902, to see a married woman, 
age 28 years, two or three children; she was about thirtieth 
day in typhoid fever. The right leg was gangreneous to 
the middle third, the moist gangrene having first appeared 
in the toes eight or ten days previous to my visit. Tempera- 
ture not unusual and with the exception of an endocarditis 
she was rather comfortable. Amputation at the upper third 
of the thigh was decided upon and done immediately under 
the influence of chloroform. Time of amputation one and 
one-half minutes. The femoral vessels were occluded at the 
point of the first incision, but the femoral artery was opened 
with the snip of the scissors and ligated. The soft tissues 
were wrapt with silk worm gut and drainage provided for 
with gauze. The shock was but slight and but of little con- 
sequence. She rallied nicely, and did very well for seven 
or eight days, when she began to decline and dissolution 
took place on the tenth day. 

Such cases are rare, and this is reported because of its 
rarity and I consider it together with other. amputations of 
the lower extremities for gangrene resulting from occlusion 
of the vessels during the progress of typhoid infection. 

This is my only recorded case where amputation was 
made at the upper third of the thigh, and while death en- 
sued ten days after, the lesson to be taught is that such an 
amputation can of itself be made under such circumstances 
without fatality. For if death had resulted from the opera- 
tion, in this case, it would have occurred within a few hours. 

The gangrene continued to extend after the operation, and 
her death was no doubt due to the infection resulting from 
gangrene. 

In two cases recorded in which recovery took place am- 
putation was made of one leg, and one thigh in each case. 

In two other cases both legs were amputated with re- 
covery. 

It is reasonable to presume that the same rule holds 
good as to the amputation of the thigh for typhoid gan- 
grene as it does for other causes. 

The questions are first, should surgical amputation be 
resorted to in cases of gangrene of the lower extremities 
during typhoid fever, and second, should not the line of 
demarcation be allowed to form before surgical measures are 
adopted, or at least until the patient’s physical condition 
improves ? 

STATISTICS. 

Of 134 reported cases 100 were male; 34 female; 128 
surgical and 3 spontaneous amputation; 3 not stated; 15 
both legs; 41 right leg; 20 left leg; 15 both feet; 18 right 

- foot ; 16 left foot ; 5 toes; 1 hands and toes; 3 middle thigh ; 
3 upper thigh; 2 lower thigh; 3 both thighs; 20 dry and 2 
moist gangrene; 112 not stated; 65 recoveries with opera- 
tion ; I no operation ; 34 deaths without operation ; 22 deaths 
with operation ; 12 unknown. 


Dr. Byron Robinson of Chicago in the New York Medical 
Journal, concludes from known publisht data that renal decapsula- 
tion was introduced in this country by Dr. Alex. Hugh Ferguson, 
of Chicago, tho practist more extensively by Dr. G. M. Edebohls; 
and hence the eponym to be applied should be the Ferguson- 
Edebohl operation. 


A FEW RECENT CLINICAL EXPERIENCES, 


By JoHN C. MurpHy, M. D., St. Louis, Mo., 


President of the St. Louis Academy of Medicine; Consulting Gyne- 
cologist to the Woman’s Hospital. 


Experience is the product of opportunity; and oppor- 
tunity is the product of energy rightly applied. Our ex- 
perience to be worth anything must necesarily be along lines 
where recurrence is frequent. The surgeon to become a 
master must have an opportunity to repeat over and over 
again the same class of operations. The cases tabulated be- 
low are such as make up the daily experience of the average 
abdominal surgeon and gynecologist. But each case added 


Dr. John C. Murphy, of St. Louis, the author of this paper, is one 
of the younger men of the city doing earnest, conscientious work for 
the advance of medical and surgical science in the metropolis of the 


Mississippi Valley. He is a graduate of Creighton Medical College, 
of Omaha, class of 1895. Altho considerably under forty years of age, 
honors have been thrust upon him—of which may be mentioned the 
presidency of the Tri-State Medical Society of Illinois, Iowa and Mis- 
souri; and at the present time he is president of the St. Louis Academy 
— He will be heard from many times in the near future.— 
Editor. 


to our experience makes our knowledge more complete as 
time goes on. 

CASE I.—Irritable Perineal Scar with Reflex Neurosis. 
—This patient, aged. 32 years, came to me for treatment for 
“nervousness” accompanied with headache. I found that 
her trouble dated from the birth of her child, five years 
before. On examination the pelvic organs were found nor- 
mal but there was much sensitive scar-tissue in the perin- 
eum. A perineorrhaphy was done, all the scar-tissue ex- 
cised and the parts brought together with silk worm suture, 
primary union obtained, stitches removed on tenth day. 
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It is four months since the operation, and the patient has 
remained perfectly well since ; no headache or nervous symp- 
toms with ten pounds gain in weight. This was a simple 
operation, but it has completely relieved the distressing 
reflex symptoms. 

CASE II.—Gangrenous Appendicitis, Death from Hic- 
cough.—Mr. C., aged 32 years. I saw this patient on the 
evening of October 24, 1903, and found him suffering 
with all the symptoms of an acute appendicitis. The Ochs- 
ner starvation treatment was. immediately made use of. 
Improvement not being markt I operated on him thirty-six 
hours later. On opening the abdomen, which was done ac- 
cording to the McBurney muscle-splitting method, the ap- 
pendix was found to be partially gangrenous, beginning at 


the top. The appendix was ligated and excised sub-peri- 


toneally, the stump seared with pure carbolic acid, and in- 
verted, the peritoneal cuff was sewn over the stump and 
reinforced with Lembert sutures, and the abdomen closed. 
The operation was simple and easy and gave promise of 
an early recovery. During the operation the patient hic- 
cought a number of times and after his return to bed the 
hiccough became more and more severe in spite of every 
known method used to stop it. At the end of thiry-six 
hours the patient had a coffee-ground vomit. I reopened the 
abdomen at midnight of the second day. The skin and 
muscles were found intact and healing nicely, but on bring- 
ing the cecum up the stitches were seen to be literally torn 
out of the bowel from the constant jarring, and fecal matter 
had escaped into the abdominal cavity. The abdomen was 
thoroly flusht out with normal salt solution, the torn gut 
was sutured into the wound and packt around with gauze. 
He was transfused with salt solution and put to bed. In 
spite of it all he died the next day, the hiccough continuing 
up to the last. This death was entirely unexpected, but 
in my judgment it could not be prevented, as everything 
possible was done. Of course it was the leakage from the 
torn bowel that killed him. But I was glad after it was over 
that I had the courage to reopen the abdomen and attempt 
to repair the damage as it gave him the only possible chance 
for his life. A strange feature in this case was that the 
patient’s temperature and pulse remained practically nor- 
mal after the operation up to the time of death. Hic- 
coughing after bowel surgery is always an ill omen. 


CASE III.—Multiple Lesions.—Mrs. B., aged 27 years. 
This patient came to me from Chicago. Never in my ex- 
perience have I seen a more dilapidated individual. She 
had prolapsus uteri, endometritis, lacerated cervix, widely di- 
lated vagina and lacerated perineum, and in addition intense 
chronic headache and hysteroepilepsy. This patient could 
not go up or down stairs without great pain. When she 
came to me she was wearing a retroversion pessary to sup- 
port the womb, which duty it did not properly perform. 
She was treated locally for three weeks with ichthyol-gly- 
cerine tampons, the general condition improved with tonics, 
the bowels regulated, etc. The uterus was then curetted 
and two weeks later the cervix was repaired and a colpo- 
perineorrhaphy done. The perineum healed by first inten- 
tion, but a discharge kept up from the cervix. I used 
chromisized cat gut on cervix which was responsible for the 
discharge, for after removal of the sutures from the cervix 
the discharge stopt. The cervix healed nicely in spite of the 
discharge. I had intended as an experiment to leave the 
chromic gut to be absorbed but evidently it lasted too long. 
Tn future I will use either formal gut which absorbs more 
quickly, or silk worm suture and remove it in ten days. 
This patient left the hospital well and happy in two weeks. 


She has no more nervous disturbances and the uterus re- 
mains in place without artificial aid. She is now able to 
walk a mile without any bad results. She returned to her 
home one month after operation. 


CASE IV.—Cervical Cancer at 24.—Mrs. S., aged 24 
years. Unipara. This case is of unusual interest for two 
reasons: First, the very early age at which cancer de- 
velopt and second, the incipient stage in which it was rec- 
ognized. Dr. H. A. Kelly, out of his vast experience has 
never seen uterine cancer at an earlier age than 30 years, 
and only one at that age, according to the statistics in his 
work on operative gynecology. In fifty of Kelly’s cases 
of epithelioma of the cervix every patient had been married 
and forty-nine of them had borne children. Kelly has 
only seen three cases of cancer of the cervix in nulliparous 
women and in one case the cervix had been forcibly dilated. 
T. A. Emmet has only seen one case in a nullipara and in his 
case also the cervix had been instrumentally dilated. The 
statistics of Kelly and other observers teaches us a valuable 
lesson in prophylaxis. It will be seen that cancer of the 
cervix is essentially a disease of child-bearing women. 
Pregnancy and the consequent trauma of labor without a 
doubt play an important part in the later production of 
cancer. Because a woman recovers from confinement with- 
out systemic disturbance is no indication to the careful ob- 
server that he has done his full duty to his patient and is 
leaving her free from.injury. He may be leaving her in a 
condition which may in after years form a beautiful nidus 
for the development of malignant disease which mars the 
happiness and takes the lives of our women at the very time © 
they should be able to rest from the cares of life and enjoy 
in peace and tranquility the golden sunset of their careers. - 
The men who do not repair the injuries incident to parturi- 
tion ultimately see a certain percentage of their patients 
develop cancer of the cervix and die, as a result of their ig- 
norance or indolence. That there are many such men no 
one can doubt who has had any great hospital experience. 
It was poor obstetrics that gave birth to gynecology. If 
the obstetricians would have all injuries to the pelvic floor 
and cervix properly and promptly repaired cancer of the 
cervix would be much less frequent than it is to-day. This 
patient of twenty-four years came to me complaining of 
pelvic pain. On examination I felt a soft fungus-like mass 
growing from the cervix. I introduced a speculum and on 
observing the growth I became convinced that it was can- 
cer. A small section was removed and sent to Dr. C. Fisch 
of this city for examination. He reported as follows: “I 
am sorry that I have to report that the result of the ex- 
amination of the specimen submitted yesterday proves it to 
be a typical epithelioma originating in the squamous 
epithelium of the partio vaginalis.” I advised immediate 
operation, which was agreed to. I removed the uterus and 
appendages via vagina, without great difficulty. The 
vagina was packt with gauze, which was allowed to remain 
eight days, when it was removed and the vagina again 
lightly packt—which packing remained four days. Pa- 
tient sat up on the fourteenth day and left the hospital on 
the twenty-first. Her convalescence was smooth and un- 
eventful, temperature never being over 100° F. The vag- 
inal vault was well closed when she left the hospital. The 
uterus was submitted to Dr. Fisch for further study after its 
removal. Under date of November 23, 1903, he writes me 
as follows: “The examination of the uterus removed by you 
proved very interesting. It shows a very early stage of 
cervical epithelioma. It is absolutely limited in its extent 
and has not as yet penetrated deeper than 2 or 3 millimeters 
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into the submucosal tissue, in fact the growth is almost 
limited to the mucosa. It is a very rare thing to meet with 
this early stage.” If this woman does not remain well I 
will not offer much hope in cancer hereafter, irrespective 
of how early I see it. 

CASE V.—A Complicated Case of Extrauterine Preg- 
nancy.—The last case of this series might properly be called 
a tubal abortion. I saw this patient, who was 37 years old, 
on December 6, 1903. I found her suffering much pain in 
lower pelvis more markt over right ovarian region. She said 
the pain had been of a “crampy” character. Spasmodic 
bleeding from the uterus occurred at the same time. On ex- 
amination I felt a dilated sensitive right tube, pressure on 
the tube with the examining finger with the other hand on 
abdomen was followed by a discharge from the uterus 
of blood and shreds of decidua. A diagnosis of tubal preg- 
nancy which had aborted into the pelvis seemed the most 
plausable. As I found her doing well the next day with a 
normal pulse and temperature and little bleeding, I con- 
cluded to leave the case to nature, or at least attempt no 
surgical treatment unless symptoms became more markt. 
Little was done other than advising quiet and rest in bed, 
and hot douches once in three hours. I might add that this 
woman had misst no menstrual period, but that fact does not 
alter the diagnosis of tubal pregnancy, as Lusk states that it 
is not at all unusual for the mentrual function to go on for 
one or two periods after a tubal pregnancy has started. 
The character of the debris from the uterus, the dilated tube 
and the mass above and to the right of uterus left no room 
for doubt as to the character of her trouble. 


One week later evidence of severe peritonitis appearing 
she was removed to the Deaconness Hospital and the abdo- 
men opened, when the following conditions were found: 
A large, myomatous uterus, pus-tube on left side, ruptured 
tubal pregnancy of the right side and acute appendicitis! 
The appendix was first removed; then the pyosalpinx ex- 
cised ; next the uterus extirpated ; and finally the extrauter- 
ine pregnancy attended to. The placenta was attacht to 
the peritoneum lining the side of the pelvis, and to the pos- 
terior layer of the broad ligament, but as pregnancy had not 
proceeded beyond the third month it was peeled off without a 
hemorrhage controllable by packing. The patient did well 
until the packing was removed (on the seventh day) when 
—there being a slight leakage from the bladder—she de- 
velopt uremia and suddenly died on the ninth day. 


A SUGGESTION: RETRO-PERITONEAL LIGATION OF 
THE ABDOMINAL AORTA FOR ANEURISM. 


By HucH M. Taytor, M. D., RICHMOND, VA., 


Professor of Practice of Surgery and Clinical Surgery in the Univer- 
sity of Virginia. 


Within the past two years two cases of aneurism of the 
abdominal aorta have presented themselves for treatment. 
One of them declined operative intervention and the other 
died from pressure necrosis and rupture while I was pre- 
paring to carry out the technic herein mentioned. 

Surgeons have realized for a long time that some one 
would finally succeed in curing an aneurism of the abdominal 
aorta and probably by imitating nature’s method of cure, 
that is by gradual compression of the vessel. For a long 
time before these cases presented themselves, I had de- 
termined I would open the abdomen, place a broad ligature 
around the vessel and attach the ligature to an instrument 
like an ecraseur or serre-neude. Such an instrument I 


hoped could be brought out thru the abdominal incision and 
by gradually tightening the ligature the current thru the 
artery and sac could be lessened and the organization of the 
liminated, fibrinous clot encouraged. A year or more ago 
Dr. W. W. Keen stated that in his next case he proposed 
to try some such technic. 

A better plan I think, and the one I intended to try 
when the death of the patient prevented my doing so, is as 
follows: Open the abdomen, incise the peritoneum over the 
artery, apply a broad ligature and bring the ends out poster- 
iorily one on each side of the spine. Close the peritoneum 
over the ligature and close the abdominal incision. By this 
method we will have an extra-peritoneal ligature which can 
be attacht to a serre-neude or some such device, and this 


Dr. Hugh M. Taylor, of Richmond, is one of the most popular 
teachers and surgeons of the South—his articles in American Surgery 
and Gynecology especially having received more flattering notices than 
perhaps any others. Dr. Taylor graduated at the Medical College of 
Virginia in 1876. He has attained great prominence in ‘Ole Virginny’ 
and contiguous states as Professor of Surgery in the University 
College of Medicine. 


will enable us to gradually compress the vessel. It was my 
purpose to take months to accomplish obliteration of the 
vessel or certainly to give all the time possible for the 
organization of the clot and the establishment of the collateral 
circulation. 

A decided objection to the anterior method is the danger 
of peritonitis from having the wound open so long; and an 
additional one is this ; the ligature would pull the vessel away 
from the spinal column. On the other hand by bringing the 
ligature out posteriorily the danger of peritonitis would be 
minimised, and the ligature would compress the vessel 
against the resisting bodies of the spine. 

Only the practitioner of exceptionally large experience 
will often have the opportunity of trying such a plan of 
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treatment as I have suggested. I may not see another case 
of abdominal anurism for years. I do not know that the 
suggestion is original but it appears to me feasible, and 1 
trust some one will try it and succeed. 


SIMPLICITY IN DEALING WITH ABSCESSES OF THE 
APPENDIX.* 


By Paul Y. TupPER, M. D., St. Louis, Mo., 
Professor of Operative Surgery in Washington University. 


In simple abscess around the appendix the danger 
from operative treatment amounts to practically nothing if 
the surgeon merely opens the abscess and secures free drain- 
age. Most operators claim this to be all they do when ap- 
pendicitis has progresst to the point of abscess formation ; 
theoretically that may be their best judgment, but when it 
comes to execution they too frequently are tempted to do 
something else—and it is this something, little tho it appar- 
ently be, that carries with it a danger which so frequently 


_ compromises if it does not sacrifice the life of the patient. I 


hold that at the time of the operation the operator’s full 
duty is done when the abscess cavity is opened, the opening 
sufficiently enlarged and a suitable drain introduced. 

The removal of the appendix is not only not indicated, 
but the slightest search for it unwarrantable. Observation 
shows that when an abscess forms as the result of appendi- 
citis, the appendix, in the large majority of cases, has 
slought off, or is so nearly destroyed that it ceases to act as 
a foreign body, and is no longer a menace to the patient’s 
future safety. Moreover, if the stump of an ulcerated ap- 
pendix be found, it cannot, because of its condition, be 
properly removed. The best that can be done by the over- 
zealous operator is to throw a ligature about it and cut it 
off, if the ligature itself does not do so when tightened. 
Because the ligation and section are made in tissues necesar- 
ily thickened, infiltrated and probably necrotic, no healthful 
repair can be expected. A fecal fistula, if not existing or 
eminent, is at least likely. 

A greater danger than this, however, is the likelihood 
that the gentlest manipulation made in handling or even 
searching for the diseased appendix, will disturb the pro- 
tective adhesions and carry infection into uninfected areas. 
We have no means of determining by touch or otherwise 
when these adhesions are strong or weak. On occasions the 
abscess cavity has been ruthlessly explored and possibly the 
stump of an appendix delivered from its depth and removed 
by ligation or cautery, or maybe pulled off, and no infection 
has ensued, still this step cannot be taken in any degree 
without grave danger to the patient. 

I have seen abscesses opened into and then adhesions 
deliberately broken up in searching for the appendix, as if 
nature is apt to shut off from the cavity and hide in a mass 
of adhesions the foreign body causing the destructive act. 
The diseased appendix may be incorporated in the walls of 
the abscess cavity and for all we know forms in part a bar- 
rier shutting off and conserving the safety of the general 
peritoneal space. 

Moreover, the cavity should not be irrigated or mopt 


~ out. Greig Smith aptly says: “To wash out septic con- 


tents is not purifying an abscess, the micro-organisms still 
remain in the abscess wall. It must be admitted 
that we cannot render aseptic the putrid appendicular ab- 
scess ; that it must be drained ; and that nature properly as- 
sisted will provide the cure. It is a waste of time and a 


* Abstract of paper before Missouri State Medical Society. 


risk to wash out the abscess and attempt the purification of 
its walls. If efficient drainage is made all is done that need 
be done.” 

The method I have learned to be the best is the simplest 
possible. The abscess cavity is entered in the most direct 
way, the greatest care being taken, of course, to avoid the 
peritoneal cavity. As soon as the abscess is located and 
opened, the finger is cautiously introduced into its cavity 
and its general dimensions and direction noted. With the 
finger still in place the opening is extended the full length 
of the abscess cavity, if possible. Then, without washing 
or wiping out the cavity, or without once withdrawing the 
finger, a strip of gauze of sufficient length for drainage, 
not packing, is carried with a pair of forceps along the 
finger to the bottom of the cavity. If distinct cavities are 
found in more directions than one they are similarly drained. 
The ends of the gauze are left hanging from the wound, and 
a moist dressing, under rubber protective, is applied. 

Until the gauze loosens itself I rarely remove it, satis- 
fying myself with simply changing the outer dressings as 
they become soiled. When the drain becomes loose, I re- 
move it, applying another. 

The cavity is not washt out for several days, and then 
only with the greatest care, using sterile water and a large 
soft catheter for the purpose. Later, when sure that the cav- 
ity is well walled off, I may use peroxide of hydrogen, etc., 
for irrigation. 

From this simple procedure, which I have practically al- 
ways adhered to, I have yet to see a patient derive other 
than comfort or fail to convalesce satisfactorily. I do not 
search for the appendix, nor do I interest myself in its 
whereabouts. As yet I have never had to operate the second 
time for the removal of an appendix or its stump. 


MINOR SURGICAL INFECTIONS.* 
By Wm. CRUTCHER, M. D., PINE BLUFF, ARK. 


I have chosen to present a paper on minor surgical in- 
fections because of the frequency of their ocurrence and the 
infrequency of their discussion in journals and society meet- 
ings. 

Felons and similar infections are far more common than 
appendicitis or gall-stones, but such major subjects because 
of their serious nature and import, receive (as they deserve) 
much greater attention ; furthermore, most of these infections 
involve the hand or foot. With regard to injuries of the 
hand and fingers, we are taught by precept and experience to 
save as much as possible in order to facilitate the earning of 
a livelihood and to preserve the manifold functions of an al- 
most superhuman member. I have spent five weeks coax- 
ing skin over the end of a crusht finger to avoid shortening 
the finger half or three-fourths of an inch by an amputa- 
tion that would have healed in a week. If we count the 
vertical nails, clubbed finger-tips, stiff joints and contractures 
that we meet with casually or in practice, their number is 
surprising. Felons are more frequent than amputations and 
their treatment should likewise have the double purpose of 
curing the infection and saving the functions of the finger. 
However, this paper is not written to exploit a new treat- 
ment or to condemn present methods. If it has a purpose it 
is to urge my colleagues to lose no ethical opportunity to edu- 
cate the public concerning the consequences of neglect in this 
particular. 

During the past two years, I have seen an unusual num- 


*Read before the Arkansas State Medical Society. 
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ber of these cases. In the summer and autumn of 1901, it 
seemed that every fourth patient who came into the office 
carried his hand in a sling as the result of a felon, splinter- 
wound, blank cartridge wound, or palmar abscess. The con- 
ditions in which I found them and the results both of neglect 
and treatment will best be told by the recital of a few cases. 


FELON—DEATH. 


CASE I.—A woman of 40, of good vitality and strength 
and of excellent history, suffered from a felon affecting the 
ring finger of the left hand. She gave the cause as a bee 
sting, which if true, proves that bees carry pus microbes 
as well as homeopathic medicine in their stingers. I was 
called to see her in consultation during the fourth week. 


Dr. William Crutcher, of Pine Bluff, Ark., is a graduate of Jefferson 
Medical College, of 1896, and a surgeon of prominence in the state in 
which he resides. He is a member of the State Medical Board for the 
Sixth Congressional District, Secretary of the Jefferson County Medi- 
cal Society and member of the Arkansas State and American Medical 
Association.—Editor. 


Pus oozed from a mountain of granulation tissue. The fin- 
ger had been lanced several times, never deeply. I advised 
a deep linear slit under anesthesia and a moist dressing. 
Neither bit of advice was followed. The finger finally 
healed, stiff in both phalangeal joints and her heart was 
crippled by a secondary endocarditis. She died of heart fail- 
ure six months later on the second day of an acute illness. 


SUBPERIOSTEAL ABSCESS. 
CASE II.—A ball player was spiked at the middle of the 
shin. Ten days later found swelling, three by four inches, 
and a broader area of redness and edema. A linear cut was 
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made under chloride of ethyl. I had believed from the char- 
acter of the pain that I would find periostitis, but found a 
pus-sac lying on the periosteum. A gauze drain and a large 
wet dressing healed the wound in five days. 


CARTRIDGE WOUND. 

CASE III.—A boy of ten came to me with a blank- 
cartridge wound of the thenar eminence. It is, of course, 
objectionable to tear these wounds open in an effort to find 
the wad, so I inserted a drain and kept the wound moist, 
telling the mother that the wad would come away in a few 
days. I began to fear for my standing with this family 
when six days went by without my wad appearing, but a 
little probing and more moisture brought it away on the 
seventh day. The drain was continued for four days, the 
moist dressing likewise, until the wound healed from the 
bottom. These cases are almost invariably infected from the 
beginning. 

. FELON WITH DEAD BONE. 

CASE IV.—A negro domestic was sent to me with a 
felon of four weeks’ duration, affecting the thumb. It had 
been properly lanced about the tenth day but refused to 
heal. The probe found dead bone. I gave her chloroform 
and the first movement of the curet brought away the distal 
bony phalanx. The linear incision was extended and a 
transverse one made opposite the root of the nail. The 
wound was curetted and a splint applied to the extensor sur- 
face. The end of the thumb was bound to this by an adhe- 
sive strip. Drainage and a moist dressing were used and 
granulations cut down or stimulated according to necessity. 
At the end of ten days, healing was practically. complete, and 
I was glad to find that the transverse incision and adhesive 
strip had prevented clubbing. 


FELON—OPERATION. 

CASE V.—A felon of the fore-finger was lanced about 
the end of the first week. -The middle phalanx was incised 
during the second week and a few days later it was neces- 
sary to go still higher. ‘The infection hesitated here, but in 
spite of my treatment refused to heal. The man was anes- 
thetized and the bone curetted, when healing came promptly. 


DEEP ABSCESS. 

CASE VI.—A barber came with a throbbing pain about 
the lowest joint of the fore-finger of his working hand. The 
swelling was very slight but tenderness extreme. There was 
evidently a minute amount of pus and its location was a mat- 
ter of doubt. The point of a Graefe’s knife was inserted 
over the joint on the flexor side and deflected forward. No 
pus being found, it was inserted into the same wound and 
deflected backwards. A few drops of pus followed its with- 
drawal. I applied the usual drain and dressing, expecting 
to be compelled to split the finger the following day, but on 
the second day he was at work. 


TREATMENT. 

Now all of these infections are wounds or become so as 
soon as the physician sees them. Many of them are punc- 
tured wounds, the treatment of which is comprised in the 
clasical trinity: “Open, disinfect and drain.” I have used 
antiseptics of all kinds: Iodine, carbolic acid and phenol-cam- 
phor each has its place. Iodine is a splendid antiseptic and 
sometimes works a miracle with exuberant granulations. 
Carbolic acid is surer and is used whenever there is fear 
of serious infection. If healing be sluggish, phenol-cam- 
phor serves admirably to relieve pain, stimulate granulations 
and kill any remaining microbes. I should mention chloral 
hydrate solution as the most satisfactory stimulant of granu- 
lation that I have used. If followed by basilicon ointment 
on a piece of muslin it will fill a depression very rapidly, but 
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it is not often available. In the case of the transverse in- 
cision of the thumb it aided materially in filling the angles, 
thus preserving the shape of the member. 

But antiseptics play a small part in treatment. My 
faith is placed in a gauze drain, carried to the bottom of the 
wound and renewed or partially withdrawn every day, and 
in the moist dressing. 

Gerster, whom all of us accept as authority on cer- 
tain principles of surgery, states that bone, cartilage, tendon 
and other dense structures having a scanty circulation easily 
cut off by pressure, must be kept moist when infected or in 
danger of infection by contiguity. Drying is fatal to their 
resistance. Warmth is for the same reason desirable. But 
Gerster applies rubber tissue over his moist dressings to 
avoid evaporation. It may seem sacrilege, but I am sure 
that evaporation (if sufficient moisture and warmth are 
maintained}, is the very thing desired. A sponge once 
dampened and suspended, partiaily submerged, in a bucket 
of water, will soak up and evaporate enormous quantities of 
that fluid. In like manner, evaporation from the surface of 
a moist dressing performs miracles of suction work. On 
this principle a fresh-killed chicken or a moss-poultice was 
applied to a snake-bite by our ancestors, and many old peo- 
ple to-day contend that the practice has not been improved 
on! Iam in the habit of directing the patient to pour the 
antiseptic solution from a pitcher until the dressing is soakt 
and to repeat this whenever the surface feels but slightly 
damp. 1 formerly used a weak bichloride but now use only 
a mild antiseptic or even plain water. It is marvelous, more- 
over, what relief is obtained if the water be hot. In several 
palmar abcesses where pain was great in spite of a free 
opening, I have placed the hand on a Kelly pad and pinned 
to the copious dressing the tube leading from a fountain 
filled with very warm water. The drip is easily regulated 
and often secures a night’s rest without opiates. 

Finally, let me sum up my study of this matter: 

The frequency of infected wounds render them import- 
ant. 

The earlier the radical treatment the better the result. 

The case of the barber shows how little is required in the 
beginning of a felon. People should be taught to have them 
attended to when the throbbing begins or sleep is interferred 
with. Ifa slight incision does not bring rapid and steady 
improvement no time should be lost in making a larger one. 
The drain and moist dressing will aid in all cases. If after 
a reasonable time the discharge of pus, the swelling and 
especially the pain, continue, the bone and entire wound 
should be curetted under chloroform or cocaine according to 
condition and location. ; 

Punctured wounds should be made open wounds, dis- 
infected, if contaminated, and treated in the same manner. 


CANCER OF THE RECTUM.* 


By FoucHE W. SAMUEL, M. D., LOUISVILLE, Kvy., 


Professor of Surgery and Clinical Surgery in the Kentucky 
School of Medicine. 


My remarks may not perhaps be of much value, judged 
from the standpoint of the man who wants “clinical deduc- 
tions” as my experience is limited to twelve cases ; however, 
I have thru the courtesy of others seen perhaps twice that 
number in various stages of development. Most of the 
Cases were too far advanced for any curative operations— 
they were simply watcht carefully for a period of three to 


” aetna of paper read before the Louisville Surgical So- 
ciety. 


ten months and everything possible done to relieve this most 
loathsome and horrible disease. In nearly all the morphine 
habit was purposely induced, as affording the only comfort 
during the last days of life. 

However, all cases are not hopeless—some are seen 
early enough to be cured. For the past decade has witnesst 
a great impetus in the endeavor to relieve these cases, and 
the improved technic has given some success—indeed it may 
now be said there is no field open to the surgeon which 
promises greater reward from early diagnosis and the adop- 
tion of the improved operative technic. 

The unsatisfactory results of operative measures in the 
past were clearly due to the facts that extirpation was 
done too late and that the route selected to reach the field of 
disease was too limited to insure anything like a radical pro- 
cedure. 

Usually the first symptom the doctor is called upon 
to treat is that dependent upon stenosis which, as the in- 
filtration progresses, becomes an obstruction to the easy 
passage of the feces ; and this gives rise to a tenesmus which 
soon becomes so painful as to need relief. This is soon fol- 
lowed by foul-smelling discharges ; later symptoms of sepsis 
appear from absorption of the breaking-down tissues; and 
finally abscesses form, leading to fistulous openings about 
the buttocks, 

Location.—Cancer may occur in any part of the rec- 
tum, but is most often found from one to two and a half 
inches from the anus. 

Pathology.—Histologically it is most frequent in the 
form of adeno-carcinoma, i. e., a glandular carcinoma with 
cylindrical cells, proliferation of the glandular ducts giving 
rise early to an adenoma which by an atypical growth of 
the epithelial adenomata here have the same rapid clinical 
course as do the genuine carcinomata. Scirrhus and colloid 
cancer have also been recorded as being found in the rec- 
tum. 

Cancer of the rectum progresses perhaps more rapidly 
than in any other part of the body probably on account of the 
function of the gut and its vascularity as well as because of 
the constant passage of the infective fecal matter over the 
affected surfaces. Lymphatic involvement comes early, as 
does also cachexia. 

Clinical History.—The clinical course of cancer of the 
rectum is characterized in its early stages by an insidious- 
ness that is notable; in fact, there are no symptoms which 
can by any means be considered even fairly constant, it be- 
ing the rule that the higher up in the rectum the growth 
occurs the greater the paucity of symptoms in the early 
stages. My own experience compels me to regard as one of 
the early symptoms a fullness in the rectum, accompanied 
by a mucous discharge, noticed by the patient as a moisture 
at the anus, occasionally a slight amount of blood, amounting 
to a drop or two, or a slight mass of mucous tinged as it 
were with blood. Many cases, however, in their incipiency, 
are so devoid of symptoms that stenosis is the first sign that 
forces the patient to seek relief. However, in consequence 
of early infective processes determining ulcertion, discharges 
of pus and blood may precede any markt obstructive symp- 
toms. In my experience I have been impresst with the fact 
that pain as a markt factor is present only in the later stages 
of the disease, and that when pain is distressing it is the 
result of an increasing stenosis and extensive infiltration. 


f Exception to this will be noted whenever the growth begins 


very close to the anus and early involves the anus or the 
sphincter, or where it begins at the verge of the anus as an 
epithelioma. 

Prognosis.—The prognosis in cancer of the rectum is 
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extremely gloomy, different reporters of cases fixing the 
limit of life from one to two years. In dealing with this 
subject, the greatest emphasis is to be placed upon the im- 
portance of the early recognition of malignant changes that 
occur in the rectum and lower bowel, since in the treatment 
of cancer little is to be hoped for by surgical measures unless 
taken in its early stages, and at the present time nothing is 
to be hoped for except from prompt surgical intervention. 
I would define the early stage as the time before the disease 
has extensively infiltrated the rectal wall, at least before 
the perirectal structures are involved. Therefore, in the 
diagnosis of the cases we cannot too strongly urge the 
necessity for an examination of all irritations referred to 
the rectum. 

Treatment.—Treatment is either palliative or curative— 
colostomy or the Kraske operation. 

The operative measures to be instituted in the early 
stages of cancer will depend upon the location of the growth. 
All growths, with the exception of those at the verge of the 
anus, which are virtually an external involvement of the 
anus, require such procedures as excision of the cancer and 
partial excision of the rectum thru the perineum or such 
room as can be obtained in front of the coccyx. All growths 
that are located well within the rectum will demand a method 
that will give more room in order that as much of the rec- 
tum as needs it may be removed, and in the cases where 
lymph nodes are involved, they, too, can be seen and ex- 
cised ; i. e., the Kraske method. 

I am of the opinion that in the near future operators 
will, in the majority of cases, entirely obliterate all of the 
bowel below the site of the excised bowel, and abandon the 
idea of establishing the continuity of the rectum by bringing 
down the upper part of the gut and suturing it to the intact 
sphincter ; making an inguinal colostomy in every case sub- 
‘jected to radical operation. 

In cases where the growth is situated high up in the 
rectum I would now be influenced by the late teaching of 
Quenu, Abbe and others and select the abdominal route, ex- 
tending the usefulness of the operative procedure in that it 
could be made more radical in attacking lymphatic involve- 
ment. By obliterating the distal part of the gut, we get 
rid of the danger of infection by the offensive discharges 
and the incompleteness of the operation. 

The disposition of the gut above the site of the excision 
has always been a difficult question in the transacral methods 
of Kraske, but in a preliminary colostomy fecal defilement 
is gotten rid of, and the gut fixt as high up in the sacral cut 
as possible. I have had no experience with the combined 
abdominal and sacral route, but the results of Abbe and 
Quenu give us great encouragement. Writers, in discuss- 
ing the excision as far as possible of all that part of the 
rectum below the growth, lay great stress upon the fact that 
a large percentage of the cases that are referred to them are 
in the late period, and are inoperative for the reason that 
they have been overlookt. From a clinical standpoint age 
should not have any bearing in this class of cases. 


Gunshot Wounds of the Head. 


In civil practice there is but one rule for gunshot-wounds of 
the head: every case should be subjected to operation as soon 
as the services of a skillful surgeon can be obtained, providing 
the wound is not of such character as to be necessarily fatal. 
Every shot-wound of the skull will be found to be associated 
with comminuted and depresst fracture; without operation im- 
mediate infection and remote epilepsy are the dangers. Every 
such wound should be thoroly drained. 


X-RAY DIAGNOSIS OF URETERAL CALCULUS. 


By Byron ROBINSON, B.S., M.D., CHICAGO, ILL. 


Continued from last month. 


AIDS TO SECURE DEFINITE SHADOWS OF 
URETERAL CALCULUS. 


Aids to secure well-defined shadows are spare subjects 
with short saggital or dorso-ventral diameter, calculus of 
large dimension and dense consistence, the close proximity 
of the plate to the subject, evacuation of the tractus intestin- 
alis and opium to quiet muscular and visceral motion. 
There should be anatomic and physiologic rest. The con- 
tour-outline of the shadow becomes less definite with in- 
creasing paniculus adiposus, decreasing dimension and den- 


PLATE Ia 


Presents a shadow of 9 isolated chemically pure crystalized salts 
(1-9) lying on a segment of a paste board box and I-IX  is_ the 
same series of salts enclosed in gelatine capsules 1-13 x-ray shadows 
of hepatic calculi. 


sity of the ureteral calculus. Earlier experiments from de- 
fective technic tended to demonstrate that the visibility of 
the shadow, the definite contour of the calculus, depended 
on its chemical composition, dimension and density. As a 
matter of fact the definite contour of a calculus in an x-ray 
has distinct relations to its capacity to absorb the x-rays: 
its chemical composition, dimensions and density. The 
demonstration of this view is easily executed by exposing 
the isolated, chemical, elements of an ureteral calculus under 
similar conditions to the x-ray. (See Plate I a.) Recently 
increasing numbers of cases tend to demonstrate that ure- 
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teral calculus of varied composition of less dimension and 
density will cast a shadow. The introduction of lead sheets 
thru Wagner and their modification by Albers-Schoenberg 
improved the technic in the x-ray of ureteral calculus. The 
question may be askt: Will the x-ray produce a shadow 
for every ureteral calculus or will the shadow appear in 
favorable cases only? It will be the endeavor here to show 
from éxperiment, clinical and otherwise, that every ureteral 
calculus should cast a shadow regardless of its chemical 
composition, location, dimension, density or the condition of 
the patient. This view arises from the fact that the calculus 
is a more dense medium than the adjacent tissue and hence 
can be viewed by contrast. 


DOUBTFUL AIDS. 


The following symptoms may be absent or present in 
a patient with ureteral calculus: Pain, hematuria, ureteral 
peristalsis (colic), reflexes (testicle), tenderness on pressure, 
passage of small calculus, calcular friction, calculus anuria, 
frequent micturition, chills, vesical irritability, nephrotosia, 
pyo-ureter, hydro-ureter, nausea. 

I. Pain.—Pain to be of value in diagnosing ureteral 
calculus, must be unilateral; however, pain directs the 
patient to the physician for timely relief, yet pain may be 
contra-lateral. Pain depends chiefly on the location and 
mobility of the ureteral calculus. The distal portion of the 
ureteral pelvis is sensitive. Jolting, riding, a vigorous fist- 
blow on the lumbar region, trauma, induce pain or irregular 
ureteral peristalsis. Periodic pain followed by blood in the 
urine is a suggestive aid, especially if the hematuria cease on 
assuming horizontal rest. Tho presenting a shade of doubt, 
pain is a most significant symptom of ureteral calculus, 
whether it be of periodic, terrific, ureteral colic or a dull, 
boring, aching, continuous character, followed by blood or 
not. Yet pain occurs in other renal diseases as malignancy, 
nephritis. Pain arises in intermitting hydro-ureter and pyo- 
ureter as well as beginning tuberculosis. Pain also occurs 
in renal tumors. 

II. Hematuria.—Blood in the urine is an important 
symptom of ureteral calculus, particularly if it follows pain 
or ureteral colic and subsides immediately on assuming an- 
atomic and physiologic rest. It serves to direct the patient 
to the physician for timely aid. To be of value the cysto- 
scope and ureteral catheter must decide the source of the 
blood, whether it be from the bladder, right or left ureter. 
If the ureteral calculus be present, violent exercise or trau- 
ma incites increase of hemorrhage. Hemorrhage may oc- 
cur in hydro-ureter, pyo-ureter, contracted kidney and renal 
tumors, especially malignancy; and it is perhaps the one 
symptom of beginning renal tuberculosis. It is a doubtful 
symptom. Hematuria may be macroscopic or microsccpic. 

III. Ureteral Catheterization—The catheterization of 
the ureters with ureteral catheters tipt with wax, according 
to the method of Kelly; has succeeded in skilled hands. The 
value of ureteral catheterization in diagnosing ureteral cal- 
culus is the opportunity not only to collect and examine 
each of the urines separately, but to test the separate func- 
tional capacity, excess or insufficience, of each kidney, to 
test-directly from which ureter issues blood or pus. To illus- 
trate the practical value of ureteral catheterization in one of 
my cases, I catheterized the left ureter, leaving the instru- 
ment in situ one and one-half hours—whence by simultan- 
eous accompanying vesical catheterization, we found that 
not a drop of urine issued from the right ureter. This 
demonstrated positively that the right ureter was not func- 
tionating. In this case nephroma (sarcoma) had destroyed 


the right kidney. The cause of ureteral obstruction might be 
calculus anuria, ureteral torsion, malignancy, destruction of 
the kidney, tuberculosis. In one of my cases the kidney 
was totally destroyed by large secondary calculus obstruct- 
ing the distal ureteral isthmus. Ureteral catheterization 
is a prime aid in diagnosing, as it enables one to establish 
the existence of separate and combined functional renal ca- 
pacity, excess, insufficiency or irregularity; also the sep- 
arate source of blood and pus whether it be from right or 
left ureter or bladder. 


IV. POSITION: OF THE PATIENT DURING THE 
EXPOSURE FOR URETERAL CALCULUS. 
The plate should be in direct contact with the corporeal 


region to be x-rayed. We will advocate three positions of 
utility. (See Plate IV a.) 


PLATE IVa. 


Demonstrates the method of x-ray exposure; the legs are placed 
on an adjustible double inclined plane, the head and shoulders are 
elevated with sand bags in order to force the patient’s body and 
plate direct in contact. The subject in the cut is a corpulent one. 


(a) The dorsal position is the most practical and most 
generally useful. The plate is forced in direct contact to 
the entire dorsum from the eleventh rib to trigone by ele- 
vating the legs on double adjustible, inclined plane, the 
head is flext on the chest by various-sized sand-bags. De- 
liberate comfort and anatomic rest (voluntary muscles 
and bones) are secured by the dorsal position. This general 
dorsal position serves as an indicator for the suspicious 
shadow of any ureteral calculus, which is to be confirmed 
by repeating the exposure in the special, localized position. 
The dorsal position secures close proximity contact of the 
entire dorsal region of both ureters to the plate. 

From the shadow of the suspected ureteral calculus a 
colored ring is drawn around the patient’s body at a cor- 
responding point to localize it. 

(b) A localized position. A second position in taking 
an x-ray of a local region only in a ureter is to place the 
locality to be x-rayed directly in contact with the plate by 
adjusting the patient with the inclined plane and sand-bags. 
This forces the part of the patient to be x-rayed close to the 
plate, excluding other structures. The lead screens or 
sheets with circular apertures are employed in the localized 
position to aid in concentrating or defining the x-rays and 
suspicious shadows, avoiding the decomposition of excess 
of film of the x-ray plate and localizing the shadow by 
distinct contrast. It is a direct x-ray of a localized 
region. The close proximity of the plate and the direct ex- 
posure of the suspected shadow producing intensive effect 
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with contrast noting adjacent structure will not only more 
exactly define the object but also, if present, bring into 
view smaller concrements. If such technic repeatedly fails 
to produce a shadow, one may conclude that no calculus is 
present. Should a doubtful shadow be present its nature 
may be determined by repeating the exposure one to three 
days later with renewed use of opium and evacuation of the 
tractus intestinalis, and vesica urinaria when, if the shadow 
- appears precise, constant in dimension, position and con- 
tour, it is a calculus. If the shadow changes in contour, 
dimension and location, one must consider pyo-ureter, 
hydro-ureter, intestinal contents. 

(c) Lateral position. A third position in corpulent 
subjects may be employed as lateral position. The apertures 
in the lead screens and the close proximity of the plate, in- 
tensifying the effect by contrast, aid in defining the shadow 
by confining the x-rays to a definite point on the x-ray 
plate. By aid of the adjustible inclined plane and large 
sand-bags, the dorsum is elevated unilaterally, which forces 
the heavy, fatty visceral contents to the opposite side. The 
x-ray plate and the tube must be adjusted accordingly. The 
object of the lateral position in corpulent persons is to 
lessen the distance between the x-ray plate and the ureter, 
and to remove from the x-ray field as many viscera as possi- 
ble, except the ureter. In excessively corpulent subjects 
with long, saggital or dorso-ventral diameter, it is frequently 
necessary to repeat the x-ray exposure and other aids for 
confirmation. 


V.. CYSTOSCOPY. 


The cystoscope furnishes valuable accessory data in 
diagnosing ureteral calculus. In doubtful cases of hema- 
turia or pyuria, the cystoscope may indicate the source of 
blood or pus, whether the origin be the vesical mucosa, the 
right or left ureteral orifice. Not infrequently one can note 
the pus flowing from a ureteral orifice. At other times ul- 
ceration of the vesical mucosa is evidence furnishing a clue 
to the source of the blood and the effected organ. Tuber- 
cular and other ulcers may be noted groupt near one of the 
ureteral orifices or otherwise distributed as well as the 
activity and condition of each ureteral orifice. Groups of 
ulcers adjacent to a ureteral orifice indicates long-continued 
diseases of said ureter, irritating secretions. 


VI. EVACUATION OF THE TRACTUS INTESTI- 
NALIS AND VESICA URINARIA. 
Systematic catharsis should be administered until the 
tractus intestinalis be entirely evacuated in order that all 
bodies which might cast a shadow be expelled. This may re- 
quire 48 to 72 hours. 


VII. OPIUM. 

Opium should be administered hypodermatically im- 
mediately previous to the exposure to the x-ray in order to 
secure physiologic rest, to limit diaphragmatic, renal and 
visceral motions, to limit the rhythm of the respiratory and 
circulatory apparatus. 


VII. PASSAGE OF A CALCULUS. 


A passage of the calculus from the tractus urinarius in- 
dicates only that a concrement had beer located in some 


segment of the tract. 
IX. PALPATION. 


Palpation is an uncertain method to determine the 
presence of ureteral calculus. However, I have palpated a 
ureteral calculus and extirpated it per vaginum. The kid- 
ney may be hypertrophic, atrophic, tender on pressure or 
not. 


X. URINALYSIS. 


Urinalysis can generally assist only to make a diagno- 
sis of pyro-ureter. 


XI. CRYOSCOPY. 

I have had, personally, no experience with this method, 
but will select from the best literature a succinct statement 
of the process. Cryoscopy is a method to determine renal 
efficiency by a comparison of the freezing point of the blood 
and the urine. Raoult formulated practically the following 
propositions, viz.: 1. All solids, liquids or gaseous sub- 
stances when dissolved in liquid lower the freezing point 
of that liquid. 2. The lowering of the freezing point is pro- 
portional to the amount of substance in solution. 3. When 
a molecule or proportional quantity of substance is dis- 
solved in a constant quantity of water the freezing point is 
always lowered a definite degree. When various different 
substances are contained in the solution, the freezing point 
of the solution is lowered an amount equal to the sums of 
the freezing points of each substance contained in the solu- 
tion. From the above four propositions, physicists recog- 
nize in cryoscopy a means of determining definitely the 
character of a solution by its freezing point. The freezing 
point of both blood and urine are utilized as a standard of 
renal efficiency. Normal blood has a freezing point of —o, 
56° centigrade, below that of distilled water. Normal urine 
freezes between —o, 9° C and —2,0° C. A freezing above 
—o, 9° C is generally considered as indicating renal insuf- 
ficiency. The standard formula reads: Freezing point of 
blood —o, .56°, C. Freezing point of urine, —o, 9°, C. 
Should the freezing of either blood or urine be lowered it 
would indicate that the kidneys were defective because salts 
were increast in the blood. Should the formula read: 
Freezing point of blood —o, 70°, C. Freezing point of urine 
—1, 65°, C, renal inefficiency would be indicated. The main 
value of cryscopy is to determine the prognosis, especially 
in doubtful cases for operation. The test should be supple- 
mented by other aids. The test of cryoscopy may aid to de- 
termine high renal insufficiency—when operation is contra- 
indicated. Cryoscopy demonstrates the total waste products 
excreted by the urine instead of that of a single constituent. 
It attempts to indicate the presence and degree of renal 
insufficiency.* 

XII. THE X-RAY TUBE. 

We would first consider the tube as an exact knowledge 
as regards its efficiency cannot for a moment be disre- 
garded. The ability to determine its vacuum which indi- 
cates its penetrative power is of first importance. A soft 
tube is required. Again the induction coil is the next in 
importance. The induction coil or static machine must be 
considered. Much depends upon this when it comes to a 
question of duration of exposure. The position of the 
patient, and the distance of the tube from the part, to be 
photographed is a matter of extreme significance. 

The fluoroscoic examinations are of the greatest im- 
portance in certain regions of the body, for diagnostic pur- 
poses, yet their value becomes practically nil in the regions 
where one would naturally expect to find renal, hepatic and 
vesical calculi. If the patient be very spare one may with 
some degree of exactness be able to arrive at an approxi- 
mate estimate as to probable cause; however, one must de- 
pend, for his absolute findings, upon the skiagraph. In 
cases of failure to find a shadow, repeated exposure should 
be employed. 


*Bibliography: Koranyi, Lindeman. Kummel, Rumpel, 
Tinker and Moritz. 
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Considerations evidently indicate that no absolute rules 
can be stated for duration exposure of an x-ray plate. The 
conditions are influenced very largely by the sensitiveness 
of the plate, the degrees of vacuum of the Crooke’s tube, 
and the distance of the tube from the part to be photographt. 
Absolute contact is essential, the thickness and density of 
the part, whether it be static machine or the induction coil. 


XIII. DEVELOPING THE PLATE. 

Developing is an art as well as a science, and the per- 
sonal equation enters into this as in every other art, and 
no single rule can be laid down that will meet the precise 
requirements of each and every artist or operator. One 
must work out his own experience and apply his skill and 
knowledge to the best advantage from the facts at hand. 
We wish here merely to deal with the essentials as regards 
the needs from an x-ray standpoint. Distinct contrast and 
minute detail are the two essentials in a skiagraph and for 
diagnosis of the uretheral calculus both essentials are indis- 
pensible. Plates should only be exposed in a dark room in 
the presence of a ruby light. A tray, preferably of rubber 
or fiber, sufficiently large should be used to handle same 
comfortably with just enough margin for removal and re- 
placing during examination while in the process of develop- 
ment. An adequate amount of developing solution should 
be freshly prepared each and every time, according to the 
size of the plate to be developt. The amount of solution 
should be sufficient to cover the whole plate at one time 
so as to prevent unequal development. The temperature 
of solution should be between 60° and 70° F. and the tray 
which contains the plate should be rockt occasionally to as- 
sure complete development. 

X-ray negatives of abdominal and pelvic regions 
should be carried to almost complete opacity so as to bring 
out all details and exposures of part of lesser density in 
proportion. 

After development the negative should be washt in 
clear water for a minute or so, in order to free it of all de- 
veloping solution, and then placed in acid fixing bath until 
completely fixt, or in other words until the unaffected bro- 
mide or chloride of silver salts by the light has been dis- 
solved, changing the opaque parts of the plate into trans- 
parency. 

The formulae of the developer and fixing bath is as fol- 


lows : 
DEVELOPER. 
ounces 16 
Tolidol (Pfabe) grains 40 
Sodium Sulphite, dried 45 grains, or 
crystal i 
Potassium Carbonate, dried 60 grains, or 
crystal grains 75 
Potassium Bromide grains 14 
To prepare a stock solution it will be found conven- 
ient to multiply the above figures by 3, using the same 
amount of water. The bottle must be well corkt and filled 
up to the neck. For use, dilute each ounce of the de- 
veloper with two ounces of distilled water only. 


FIXING BATH. (PFABE.) 


4 ounces Hyposulphite of soda. 
I ounce Bisulphite of soda. 
16 ounces Water. 
The fixing bath will be in the neighborhood of 72 hydro- 
meter test. 


After complete fixing, the plate should be washt in run- 


solution known as “Pfabe” hyperfore (eliminator of hypo) 
for about ten minutes, and then washt in running water for 
at least ten to fifteen minutes. After removal the film should 
be carefully rubbed off with wet cotton in order to remove 
sand, etc., that may have settled on it during washing, then 
place on an incline plane to dry, out of the way of all dust. 

An x-ray plate should only be developt by one verst 
or familiar with anatomic structure and physiologic func- 
tions. 
FORM OF URETERAL CALCULUS. 

The form of the ureteral calculus should determine the 
form of the x-ray shadow. However, owing to the different 
local densities existing and varying diameters of a calculus, 
the contour of a calculus and its shadow do not invariably 
agree. In the pelvis and calyces may occur small gritty or 
flake-like particles called renal sand, bodies varying in di- 
mensions from one-thirtieth of an inch in diameter to one- 
tenth of an inch in diameter. They show indefinite-con- 
toured shadows. Here and there, larger concretions, mul- 
tiple, in the pelvis and calyces, indefinite-contoured shadows 
the size of a pea, bean or blackbird’s egg. The calculus may 
be quite dense in the center or at some center in a subse- 
quent local formation, both of which may show a shadow 
not agreeing with the macroscopic contour of the calculus. 
A calculus with varying multiple local densities or with 
multiple highly varying diameters may present shadows in- 
dicating multiple calculi, yet macroscopically the connected 
calculus is single. The dendritic multiple or branching 
form is of secondary formation. The orifice of the ureter 
may be obstructed in this condition with the calculus almost 
completely filling the calyces and pelvis, forming a general 
mould; the form of these casts reminding one of the beau- 
tiful results produced by corrosion anatomy, i. e., injecting 
paraffin into the calyces and pelvis of the ureter and plac- 
ing it in acid to be corroded. In the large dendritic form 
there may be few symptoms presented, the patient may die 
of uremic poisoning and sepsis due to obstruction. Dense 
calculus as the calcium carbonate (Ca CO3) or calcium oxa- 
late, presents a shadow agreeing in the macroscopic con- 
tour with that of the calculus. The uric acid calculus, and 
the compound acid phosphate with ammonia-magnesium 
will cast an x-ray shadow, its body is dim, its contour in- 
definite, not agreeing with the macroscopic contour of the 
calculus. 

PRIMARY URETERAL CALCULUS. 

The primary calculus is characterized mainly by its de- 
finite contour, its circular form, its relative smallness, by its 
proximalward location, being in close proximity to the 
twelfth rib, by remaining ensconced in its original seat of 
formation, mostly calicular, by non-dilated ureteral pelvis, 
and possessing none or few blunt elevations or spicular pro- 
jections. It is chiefly observed in close proximity to the 
rib (mostly distal) and second lumbar vertebra. Finally its 
remaining imbedded in its original seat of formation, it 
does not become engaged in constricted localities of the 
ureter (e. g. the proximal ureteral isthmus) hence from its 
fixt location and smoothness of surface, it does not excite 
excessive ureteral peristalsis or wild, irregular painful, 
rhythm, (pain) nor is it accompanied by frequent or profuse 
hematuria. 


SECONDARY URETERAL CALCULUS. 


The secondary ureteral calculus is characterized by its 
uneven, irregular, surface, elevated, blunt or spicular pro- 
jections, its accompanying dilated ureteral calyces and pel- 
vis, its multiple, irregular and indefinite form, its location 


ning water for at least one hour, or placed in a chemical 


in the distal sensitive pelvis, its longitudinal direction. A 


t 
d 
t 
n Fe 
is 
it : 
it 
1- 
1€ 
ig 
of 
O, 
ye 
f- 
of 
it 3 
ts 
if 
ne 
in 
ly 
e- 
e- 
ts 
it. 
al 
ge 
| 
ft | 
in 
be 
he 
be 
m- 
1r- 
ns 
nd 
ith 
xi- 
le- 
Tn 
ald 
4 


128 AMERICAN JOURNAL OF SURGERY AND GYNECOLOGY. 


primary calculus dislocated becomes a secondary calculus ; 
new formations, irregular concretions being added. It lies 


in the most distal sensitive pouch of the ureteral pelvis, |- 


which has become changed, pathologic, by its presence. The 
irregular projections in the shadow enables the observer to 
differentiate it from shadows arising from bodies in the 
tractus intestinalis. The irregular spicular elevations pro- 
ject median-ward in the direction of least resistance to ac- 
cretion growths, while the corolla-like additional formations, 
concretions, project lateral-wards into the calyces. 

The secondary calculus is frequently accompanied by 
a highly degenerated and dilated ureteral pelvis and calyces. 
In one of my cases the dilated calyces and pelvis, pyo-ureter, 
was distended by an enormous secondary calculus extend- 
ing distal-ward to the crest of the ilium. 

Secondary calculus is a misnomer, for practically every 
calculus is of secondary formation. 

The secondary calculus is especially characterized by 
the frequency of pain and hematuria. Its multiple, irregular 
form, its numerous blunt and sharp projecting elevations, 
excite and irritate the ureteral pelvis and calyces into ex- 
cessive peristalsis, wild or irregular painful rhythm, accom- 
panied frequently by profuse hematuria, blood. 

The form of the ureteral calculus indicates to a certain 
degree the conditions peculiar to symptoms of the patient. 
A spherical, smooth calculus generally does not produce 
symptoms, as it irritates or excites the calyces and pelvis 
the least to irregular, wild peristalsis. The calculus of ir- 
regular form with multiple projections, excites or stimu- 
lates the calyces and pelvis into wild rhythm or irregular 
peristalsis (pain). The sharp elevations on the. calculus 
incites violent or wild, excessive rhythm, agonizing, terrific 
periods of pain. A calculus almost completely filling the 
ureteral calyces and pelvis is more liable to be accom- 
panied by an almost continuous, dull, moderate, aching pain, 
due to irritation of the general interior of the calyces and 
pelvis. The ureteral rhythm begins at the proximal end of 
the ureter, hence the large calculus is constantly initiating 
false alarms. 

GENERAL REMARKS. 


From the uncertainty of all previous methods, great 
hopes were entertained for the x-ray method in diagnosing 
ureteral calculus. 

The standard of a reliable x-ray is the presentation of 
a distinctly outlined shadow of the vertebra, inter-vertebral 
discs, transverse processes, the iliac crests, the ribs, an out- 
line of the kidneys, psoas muscle and crura diaphragmatica. 
The standard of a reliable x-ray of a ureteral calculus taken 
at the same angle is unchanging contour, dimension and lo- 
cation by repeated exposure. The ureteral shadow of chang- 
ing dimensions contour and location by repeated exposure 
indicates hydro-ureter or pyo-ureter. 

The duration of exposure for ureteral calculus is learn- 
ed by experience from case to case; depending on the con- 
dition of the patient and kind of x-ray apparatus. 

During the past five years I sent a series of five con- 
secutive patients to Dr. Harry Pratt’s laboratory with the 
diagnosis of ureteral calculus on a definite side. In each 
case the x-ray demonstrated a shadow and on operating I 
secured a calculus in every case. In other cases the x-ray 
failed to demonstrate a shadow, undoubtedly from erron- 
eous diagnosis. The x-rayist must have ample experience 
to interpret the shadow of the corpulent as well as that of 
the spare subject, and also both serve for comparison. 
With evacuation of the tractus intestinalis and vesica urin- 
aria, anatomic and physiologic rest, the x-ray shadow may 
be doubtful. The x-ray may present knowledge whether 
the kidney parenchyma be hypertrophied or the ureteral 
pelvis distended. 


GENERAL CONCLUSIONS AS REGARD THE X- 
RAY DIAGNOSIS OF URETERAL CALCULUS. 


Practically the technic of the x-ray diagnosis is in- 
cluded in the following propositions: 

1. A definite portion of the patient during exposure 
(i. e., the body region to be x-rayed) in direct contact with 
the plate, tractus intestinalis, and vesica urinaria evacuated, 
catheterized, anatomic rest, physiologic motion checkt by 
opitim, legs on double inclined plane, head flext by sand- 
bags. In short, plate and body in contact with anatomic 
and physiologic rest. 

2. Anatomically an exact determination of the cor- 
poreal location of the calculus. This is decided by first tak- 
ing a general x-ray in the dorsal position of the suspected 
ureter (from the eleventh rib to vesical trigone) as an indi- 
cator, and making a circular-colored ring around the body 
at a corresponding point. Later by concentration, inten- 
sification by contrast and confining of x-rays, secure a defi- 
ite shadow with unchanging location, contour and dimen- 
sion. The x-ray streaming thru the aperture in the lead 
screen at as close proximity as possible without shocking 
the patient produces more intensive affects on structures by 
producing contrast a minimum decomposition of the plate. 

3. A soft x-ray tube where rays are concentrated, con- 
fined, for contrast by the aid of lead screens. In securing a 
visible skiagraph the above propositions are more impor- 
tant than corporeal diameter of patient, dimension or loca- 
tion of the calculus or the preponderation of any salt. The 
essentials to differentiate an x-ray shadow is the close prox- 
imity to the plate, the intensifying effect of the x-ray by 
contrast and the duration of exposure and development of 
the plate. 

4. It appears to me that the condition of the x-ray in 
reference to the diagnosis of ureteral calculus to-day is: 
Every ureteral calculus should cast a shadow definite in 
contour, location and dimension. A negative x-ray ex- 
cludes a ureteral calculus. The only exact or precise method 
of diagnosis of a ureteral calculus is an x-ray. It is the 
sovereign method. The demonstrations of the shadow of 
a ureteral calculus, be it in the calyces pelvis or ureter 
proper, should be made visible in every case. A negative x- 
ray by repeated exposure with complete technic excludes 
ureteral calculus. The visibility of the shadow of a ureteral 
calculus should be independent of its dimension, chemical 
composition, location, density or condition of patient. The 
visibility depends rather on the technic. 

(A.) In every case of nephro-lithiasis the functions of 
the kidney should be examined; whether there be a unilat- 
eral or bilateral renal functional disturbance. . 

(B.) Does there exist a unilateral or a bilateral ure- 
teral calculus ? 

(C.) Is it renal malignancy or tubercular? Repeated 
exposures of individual cases are requisite. 

(D.) In general the diagnosis of a ureteral calculus be- 
longs to the domain of the exclusion methods as there is no 
pathogonomonic symptom of a calculus in the ureter. To- 
day the final court of decision is the x-ray. 

The isolated, chemically pure urinary salts employed in 
the x-ray (Plate I a) were kindly furnisht to me by Dr. Ed- 
ward P. Fick, thru the courtesy of Prof. Walter S. Haine’s 
laboratory. The hepatic, ureteral and vesical calculi pre- 
sented in this paper, except my own, are borrowed from 
Profs. Nicholas Senn, I. N. Danforth, Wm. E. Holland and 
Wm. Orville MacKellar. I have here to express my thanks 
for the aid, suggestions and skillful work performed for me 
by Dr. Robert S. Gregg in Dr. Harry Pratt’s laboratory. 
I also wish to acknowledge the excellent work of Dr. 0. 
Rumpel. 
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EDITORIAL NOTES. 


More About the A. M. A. 


Some very surprising facts are coming to light regarding the 
“reorganization” of the American Medical Association and its 
affiliated bodies. That there was crooked work at the last meet- 
ing of the Missouri State Medical Society was evident to anyone 
who could see below the surface. That there have been things 
condemnable in the St. Louis Medical Society’s methods cannot 
be denied: as the adoption of a “constitution” not at all in har- 
mony with the plan outlined by the National Association; as the 
rejection of the clause to admit negro members, etc. What is the 
American Medical Association going to do with the very excellent 
and reputable negro practitioners of St. Louis who cannot get 
into the St. Louis Medical Society, and yet whose independent 
organization is not “recognized?” Does any member of the 
Judicial Council dare answer this question in the columns of the 
Journal of the American Medical Association? Has its editor the 
courage to do so? These things are conditions—not theories— 
which confront us. What shall be done? Members of the St. 
Louis Medical Society boldly declare: “The American Medical 
Association cannot dictate who shall be our members, nor how 
they shall be elected; and what are you going to do about it?” 
And the silence which follows is eloquent. 


The Dubuque Resolutions. 

Last month attention was directed to the “reorganization 
situation” as it exists in Iowa. The resolutions adopted at 
Dubuque were as follows: 

“Dubuque, Ia. Nov. 13 1903. 
“To the Medical Profession of Iowa. 

“At a meeting of the Dubuque Medical Society, held Novem- 
ber 11, 1903,-a resolution was unanimously adopted disapproving 
of the plan of reorganization embodied in the Constitution and By- 
laws said to have been adopted at the Sioux City mesting of the 
State Medical Society, and the undersigned were appointed a 
committee to present the reasons therefor to the profession and 
to co-operate with others of similar views in opposing such reor- 
ganization. There are grave doubts as to the constitutionality 
of the proceedings by which the Sioux City Constitution was 
adopted. The old Constitution presented two methods by which 
it could be altered or amended, one of which was clearly not com- 
plied with. It is alleged by members present that the same is 
true of the other method, under the operation of which the pro- 
posed Constitution and By-Laws should have been “submitted at 
the first session and read at each session” under which circum- 
stances it might have been adopted at the last session if the vote 
were unanimous. This is a matter of testimony and easily set- 
tled, but if it shall transpire that the action was not in accord- 
ance with the section for that purpose provided, the old Consti- 
tution is still in force. It were well if there should be such an 
easy solution of the matter. For, of the innovations chargeable 
to the Sioux City instrument, some are not only radical, but radi- 
cally bad, among which the following may be specified: 

“1, Compulsory membership in the State Society and all 
its un-American, unrepublican outgrowths; refusing membership 
in a local society to such as do not wish to be members of the 

te Society. 

“2. The whole scheme of organizing from above down in- 
Stead of from below up, which thus reverses the normal law of 
srowth of organized social and political bodies and is particularly 
obnoxious to an American citizen. 
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“3. The ‘censor of his district’ (see By-laws VII, 2) with 
judicial functions, an intolerable and offensive naturalization of 
the walking delegate in the field of our home societies. 

“4, Abrogation of home rule, which in part might be con- 
ceded for the sake of the advantages of a properly constituted 
federation, but which advantages are conspicuously absent in the 
proposed scheme or secured at too great expense. 

“5. The establishment of the Council, a body of ten mem- 
bers with a five years’ tenure of office, amenable to no person or 
body, to whom are delegated extraordinary powers, from whose 
judicial decisions there is no appeal; who, in addition, are ex- 
officio members of the House of Delegates, of which they will 
form a large proportion, estimated at from 20 to 30 per cent. 
Such a centralization of power is not wise. 

“6. The entirely inefficient provision for a referendum (Con- 
stitution, article X) viz: that upon questions pending before the 
House of Delegates, the general meeting of the Society may order 
a general referendum which the House of Delegates may (or may 
not at their pleasure) submit to the general membership! A 
shadow of referendum without its substance. 

“The above specifications do not exhaust the list of objec- 
tions to this instrument, which in its literary make-up, in the im- 
possibilities -it enjoins and prohibits, in its self-contradictions 
and inconsistencies attests a hasty and careless preparation, the 
adoption of which instrument would, on these counts alone, bring 
great discredit to the medical profession of the state of Iowa. 
We therefore earnestly request such of the county societies as 
have not reorganized to delay such action until they have care- 
fully and critically examined both the state and county Constitu- 
tions and By-laws under which they are asked to organize. And 
we seriously ask those who may have already taken this step to 
reconsider their action. We offer to demonstrate the justice of 
any of the criticisms contained in this circular upon which, for 
want of space, we are not able here to enlarge, and we invite 
correspondence. Very respectfully, 

JAMES R. GUTHRIE, 
JOHN S. LEWIS, 
I. S. BIGELOW, 
Committee.” 
All of which has been repeatedly presented to “the powers that 
be” without the echo of a response in the Journal of the Associa- 
tion. What is the Journal for? To boost a few men to power: 
or as a medium for discussion as to the best means for bettering 
the condition of members of the Association? Unless some atten- 
tion is paid to this matter by the Journal, there is likely to be a 
great upheaval in the near future. 


The Burlington Protest. 


The protest from Burlington is nearly as strongly worded. 
Thus: 
“Burlington, Ia., Oct. 16, 1903. 
“To the Medical Profession of the State of Iowa: 

“At a recent meeting of the Des Moines County Medical So- 
ciety, a resolution was unanimously adopted, recommending that 
a circular letter be addresst to the profession of the state, ex- 
pressive of the sense of the society concerning the state society 
re-organization scheme and requesting an exchange of views. 
This society regards the adoption of the new Constitution at 
Sioux City by less than one-twentieth the total membership, as of 
doubtful propriety, to say the least, and the right of imposing 
new conditions upon the county societies without first submit- 
ting such to them as societies, for their consideration, is also 
open to question. We regard the clause referring to the ques- 
tion of eligibility to membership in the county societies as ambig- 
uous, if not, indeed, disingenuous, and feel that it is vital to the 
best interests of the local societies that they have absolute con- 
trol of this question, which, under the new Constitution, they 
do not have. While emphatically in favor of better organization, 
we note with apprehension the spirit of the merger and the trade 
unionist,—specifically the centralizing of the business of the 
organization in the House of Delegates, the periodical visits of 
the district councilor, and the long term (two-year) service of 
delegates. We disapprove of the condition imposed by the state 
society upon the county society, which compels it to refuse mem- 
bership to all who may not care to become members of the state 
society. There is too much suggestion of force and boycott. 
Respectfully, 

D. W. LUNBECK, President. 

B. F. CAMPBELL, Secretary.” 
The allusion to the adoption of the methods of trade’s unionism 
in the “organization” of the medical profession is worthy of 
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serious thought. At a future time its true inwardness will be 
fully discusst in these columns—space does not permit at the 
present moment; nor is the thought yet ripe. 


The lowa City Refusal. 


The words of wisdom employed by the Committee of the 
Johnson County Medical Society (at Iowa City) deserve careful 
reading. They are: 

“Your committeemen to whom was referred the matter of 
examining into the legality, purposes and results of reorganiza- 
tion of the Johnson County Medical Society, in accordance with 
the pian presented to the society by Dr. Bierring, acting as coun- 
cilor, under and in behalf of a Constitution alleged to have been 
adopted at the Sioux City meeting of the Iowa State Medical 
Society, April 17, 1903, desire to say that they have examined 
the official records and documents as follows, viz: Transactions 
of the Iowa State Medical Society, 1901, 1902 and 1903; Constitu- 
tion of Iowa State Medical Society, adopted in 1872, and its 
amendments; files of the Journal of the American Medical Asso- 
ciation, in particular the numbers for May 25, 1901; June 8, 15, 
22, 1901; May 3, 1902; the proceedings of the Saratoga meet- 
ing in the June and July numbers, 1902; and the number for 
August 9, 1902; which cover all the official transactions bearing 
upon the case. There are also many editorial and other com- 
ments worthy of serious attention concerning matters not here 
entered into. Your committee’s conclusions are as follows: 

“First, the so-called Constitution of the Iowa State Medical 
Society, as alleged to have been adopted at Sioux City, April 17, 
1903, under which the present plan of reorganization claims au- 
thority, is not in accordance with the plan of reorganization 
adopted at the St. Paul meeting of the American Medical Asso- 
ciation, June, 1901, in this: that the plan adopted at St. Paul, 
based the legislative fabric upon the whole profession, with the 
county society as the fundamental unit, the base, the immediate 
source of sovereignty; while the Sioux City Constitution revolu- 
tionizes this plan, and reverses its theory of source of sovereignty 
inasmuch as it proposes to unite the Iowa State Medical Society 
with other state medical associations, to form the American 
Medical Association by becoming a component part of that body, 
instead of an “auxiliary” as heretofore; and it assumes sovereign 
jurisdiction over both local societies and members of the pro- 
fession, by requiring their organization under a charter from 
the state ecciety, and asserting the fundamental principle of 
sovereignty, by assuming the power to levy upon the component 
societies, a per capita tax on their membership, and the same 
authority it arrogates over county societies, it concedes to the 
American Medical Association. And altho that Association has 
not as yet levied any tax, the Sioux City Constitution gives ex- 
plicit authority, and by example points the way to the levy of a 
tax upon the members of the component societies, by the Ameri- 
can Medical Association. 

“Second. It is un-American, in that it deprives the practi- 
tioners of medicine of the state of Iowa, who may be members 
of component societies, of their lawful right to express their 
views by representatives; the so-called House of Delegates, not 
_being a representative body, because the Constitution admits of 
fifteen ex-officio members, with voice and vote, twelve out of the 
fifteen having five years’ tenure of office. 

“Third. The constitutional requirements for amending the 
Constitution were not observed at Sioux City April 17, 1903. In 
this, that, whereas, the Constitution of lowa State Medical So- 
ciety, Article XII., reads as follows: 

. “‘Any alteration or amendment of this Constitution must be 
submitted in writing, and if submitted at the first session of the 
annual meeting and read at each session, may be adopted at the 
last session, if the vote be unanimous; but if not, it must lie 
over until the next annual meeting, when it may be adopted by a 
two-thirds vote of the members present.’ A Constitution duly 
framed by a committee, appointed for that purpose, was intro- 
duced in the meeting of the Iowa State Medical Society in 1902, 
duly read and ordered to lie over one year for vote. And this 
Constitution thus lawfully before the Iowa State Medical Society 
at Sioux City, was not voted upon, but an entirely different Con- 
stitution, never before presented to the society, was introduced 
in its place; and altho the constitutional requirement was pre- 
sented to the society on a point of order, the Constitution was 
overruled by the President on a motion to adopt the report of a 
committee. This Constitution was illegally substituted; it was 
never lawfully before the society; it was unlawfully admitted 
by vote, by a wrongful act of the president, who treated a plain 
constitutional requirement as a point of order to be overruled. 


“Fourth. As to the advisability of this society going into 
dissolution and asking for a charter from the Iowa State Medica] 
Society. If the Constitution was illegally adopted, the old Consti- 
tution does not arrogate to itself the sovereign right of granting 
charters and taxing, and therefore there would be no motive for 
dissolving the Johnson County Medical Society. 

“But, if notwithstanding the opinion that the Sioux City 
Constitution was not legally adopted, it shall be accepted by a 
majority of the profession, then it becomes a question as to what 
reasons exist for the Johnson County Medical Society to become 
a component part under charter of the state society. So far as 
known to us, the reasons are given in the Constitution we are 
askt to adopt, after promising allegiance to an unknown authority 
to come; to the individual member they may be summed up as 
follows: he becomes a member of the state society subject to tax, 
with his membership amounting to just what every member of 
the profession now has as a member of the profession. 

“As the State Society has always practist heretofore, any 
member of the profession has been welcome, without being a 
member of the society, to listen to papers and participation in 
debate has been allowed any reputable man of the profession; 
indeed, when a non-member was present, it has been the rule to 
extend to him the privileges of membership by invitation with- 
out cost. And under the Sioux City Constitution there is no 
further privilege in membership, except the House of Delegates 
should elect the member to office for the next year. In the 
business of the society, a member has neither voice nor vote. 
In thus becoming a component society, you will observe that 
besides your independent functions you also resign the right to 
arrange a fee bill. You are still allowed to refuse membership, 
but if you refuse membership to any one that is a legal practi- 
tioner of medicine (and who shall define an illegal practitioner?), 
you subject yourself to discipline by a court that cannot be ap- 
pealed from. Once in two years the members of the Johnson 
County Medical Society will be allowed to vote for one delegate 
for the House of Delegates, who may be admitted if the society 
has paid its assessment for all members. 

“Your committee would offer the following resolutions: 

“Resolved, That the members of Johnson County Medical 
Society, are in favor of the most thoro practical organization of 
the members of the medical profession into constituent societies, 
equitably represented in a House of Delegates of a state society, 
which House of Delegates shall be composed only of the presi- 
dent of the state society ex-officio, and delegates from sovereign 
constituent societies of practitioners of medicine. 

“Resolved, further, That the Johnson County Medical Society 
will retain its independence until such time as a majority of the 
medical profession of Iowa consider it advisable to surrender 
the sovereignty of the profession, which exists like the sover- 
eignty of the people, into the hands of a duly organized body rep- 
resenting the profession. Respectfully submitted, 

J. W. HARRIMAN, 
C. M. HOBBY, 
L. W. LITTIG, 
Committee.” 
These were adopted by the Johnson County Medical Society 
at the meeting held in Iowa City, Ia., November 3, 1903. Yet the 
Journal of the American Medical Association is silent! 


Caution as to Accident Policies. 

Physicians, engaged in an extra-hazardous avocation, liable 
to injury at a time and in a manner hard to prove, cannot be 
too careful in their selection of accident companies to carry their 
insurance; companies which evade payment on the ground—for 
example—of “failure to give immediate notice of accident” had 
best be shunned. The Maryland Casualty Co. has recently se 
cured immunity from payment of one of its risks, under these cir- 
cumstances: The decision handed down on June 19, 1903, by the 
Supreme Judicial Court of Massachusetts, was in the case of 
Rooney vs. Maryland Casualty Co., 67 N. E., 882. It appears that 
Rooney held an Employers’ Liability policy, issued by the Mary- 
land Casualty Co., which stipulated that “the insured upon the 
occurrence of an accident shall give immediate notice thereof 
in writing, with full particulars, to the home office of the com- 
pany at Baltimore, Md., or to its authorized agents. He shall 
give like notice, with full particulars, of any claim which may 
be made on account of such accident.” I quote from the opinion 
of Judge Barker: “The accident on account of which the suit 
is brought happened on November 5, and the plaintiff knew of it 
on November 6, but the first written notice of it which he sent 
to any person was his letter of November 28. The only act which 
he did tending to give notice before that date was to go to the 
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office of Houston, the person from whom he had received the 

licy and to whom he had paid the premium, and to tell him 
that there had been an accident upon the work and to notify a 
physician. We think that there was no evidence admitted or 
offered which, in view of this state of facts, would have justified 
a finding that the plaintiff had complied with the stipulation that 


notice thereof in writing. His omission to give any written 
notice whatever for more than three weeks after he had infor- 
mation of the accident distinguishes the case from that of Man- 
dell vs. Fidelity and Casualty Co., 170 Mass., 173, 49 N. E., 110, 
64 Am. St. Rep., 291, where the insured gave notice four days 
after receiving information of the accident, and eighteen days 
after it had occurred.” The insured, Patrick H. Rooney, con- 
tended also that the Maryland Casualty Co. had waived its right 
to refuse to assume this accident under the facts as set forth in 
Judge Barker’s opinion, viz: “The substantial circumstances 
bearing upon the question of waiver, as shown in the evidence 
and offer of proof, are that, after a complete failure to give im- 
mediate notice in writing, the plaintiff, on the twenty-third day 
after the accident, and the twenty-second day after he had knowl- 
edge of it, sent a written notice of it to the Boston attorneys of 
the defendant. The latter received this notice from its attorneys 
on December 11, and on the next day instructed them to disclaim 
liability, which was done on December 15 or 16. In the mean- 
time, between November 29 and December 7, the attorneys had 
been investigating the circumstances of the accident, and unsuc- 
cessfully endeavoring to settle for a small sum with the person 
injured, and had requested the plaintiff to make to themselves, 
and had received from him, a written report of the accident. 
In all this we can discover no intention on the part of defendant 
to waive the breach of the condition for immediate written notice 
of the accident, and no evidence of any loss or injury to which 
the plaintiff was exposed or subjected by the course pursued by 
or on behalf of the defendant. We think the verdict for defend- 
ant was right.” Nevertheless—if the man was hurt, and could 
prove it, and had paid for his insurance—the company wronged 
him in declining to pay, regardless of tne “reservations” of its 
policy; and the Court is one of law and not of justice in support- 
ing its attempt to evade payment. Doctors will do well to in- 
spect their accident policies carefully. 


MINOR NOTES. 


The Pope of Surgery.—Dr. J. B. Murphy, of Chicago—that 
Prince of Good Fellows, and celebrated surgeon, has a new title: 
An ardent admirer (Dr. J. F. Carey, of Braceville, Ill.), has named 
him “the Pope of Surgery.” 


Doctors as Legislators.—Four per cent of the members of the 
Iowa State legislature are physicians; and no quacks among 
them. If other states would do as well as Iowa, there would be 
less disreputable work at some capitols. 


Right of Way for Physicians.—The city council of Kansas 
City, Mo., has passt an ordinance giving the right of way thru 
funeral and other processions for ambulances, hospital corps, and 
physicians’ private carriages. 


Professor Kennedy.—The chair of bacteriology at Barnes 
Medical College has been filled by the election of Dr. W. U. Ken- 
nedy of St. Louis. Dr. Kennedy is a young surgeon of much 
ability as well as an experienced bacteriologist, and will no doubt 
fill the position with credit to both himself and the college. 


Chronic Surgery—The Emporia (Kansas) Gazette, giving 
the details of an accident by which a local blacksmith was com- 
pelled to have an arm amputated four inches below the shoulder, 
Says: “The operation required six hours!” “But,” it adds, “the 
patient is recovering.” A little longer and he might have died 
of old age while in anesthesia. 


Rheumatism and Gall-Stones.—Dr. W. S. Hoy, of Wellston, 
Ohio, thinks there is some relation between conditions of the 
gall-bladder favorable to gall-stones and rheumatism. He has 
never seen a case of rheumatism after operation for gall-stones, 
and in several patients the rheumatic pains disappeared after re- 
moval of the gall-bladder. He would like to hear from other 


Dr. Robarts Abroad.—Dr. Heber Robarts, the well-known x- 
ray specialist, is spending some months in Europe studying radio- 
therapy. He will remain for some time at the Finsen Institute in 
Copenhagen, as well as with Becquerel of Paris, and then go on 
for a special course with Roentgen. On his return he will bring 
a good quantity of radium for therapeutic purposes. 


A Good Indian.—Dr. Howard Kelly, of Johns Hopkins Uni- 
versity, Baltimore, spent the holidays as the guest of the Chief 
of the Seminole Indians in the heart of the Everglades of Florida 
—whence the foot of white man never trod before; hence he 
must be a good Indian. Why doesn’t Kelly “write up” some of 
his outing experiences? ’*T would be “good stuff,” in the language 
of the reporters—and mighty interesting reading to poor gynecol- 
ogists and surgeons who can’t get to Florida. 


GYNECOLOGICAL NOTES. 


Complete vs. Partial Hysterectomy. 

For numerous reasons many authorities are now inclining 
to total removal of the uterus instead of amputation thru the 
cervix. Dr. E. E. Montgomery, Professor of Gynecology in Jeffer- 
son Medical College, Philadelphia, says of the operation he now 
performs: “It is hardly necessary to say that it consists in rais- 
ing the uterus with the enclosed tumors thru an abdominal in- 
cision, and having it held by an assistant well over the symphysis, 
while an incision is made with scissors thru the cul-de-sac upon 
forceps which were previously placed in the vagina. Thru the 
opening thus formed the cervix is seized, drawn upward and 
severed with scissors from its vaginal attachment. With slight 
pressure with the finger the cervix is easily drawn away from the 
bladder and torn from the broad ligaments. The uterine arteries 
are generally laid bare and can be seized before bleeding, or upon 
the first spurt. The uterus is thus pulled upon until the vesico- 
uterine pouch is reacht, which may be broken thru, and the 
uterus is only attacht by that portion of each broad ligament 
which contains the ovarian artery. This is seized with compres- 
sion forceps external to the ovary and the uterus cut away. The 
broad ligaments are crusht with the angiotribe external to the 
forceps and ligated with chromic catgut in the groove. The 
uterine arteries are ligated with the same material, and the peri- 
toneum closed over the vagina with continuous catgut suture. 
This suture should be so introduced as to draw up the vagina 
at each lateral angle.” He does not believe that leaving a small 
portion of the cervix can either form a better vagina or lessen 
the tendency to senile atrophy. It makes it more difficult to 
prevent the formation of dead space in which serum or blood 
accumulates and which, from its proximity to the bowel, can 
readily become infected. When the cervix is removed there is 
left a funnel-shaped cavity which drains into the vagina. The 
following advantages are claimed by him for the complete opera- 
tion: “Expedition in performance of the operation; complete 
and secure hemostasis; increast freedom from septic infection; 
and the entire removal of an organ, the retained portion of which 
may be the source of subsequent degeneration.” 


Repeated Cesarean Section. 

Orloff (Journal American Medical Association) emphasizes 
the fact that when a second Cesarean section is found to be neces- 
sary the prognosis is much better than for the’first. The condi- 
tions are known and the patient is more tranquil. He describes 
a case in which a woman was thus delivered of a healthy child 
twice, with an interval of fifteen years. In operating, the proba- 
bility of encountering adhesions must be borne in mind and the 
incision not made in the same place as the first. A “fundal” in- 
cision may prove advisable for these cases. 


Hydated Disease of Female Breast. 
A case of this rare disease is reported by Dr. Robert Leconte, 
of Philadelphia. It occurred in a mulatto girl, aged 27. The 
doctor believes it to be the first of its kind in this country. He 
tabulates the publisht cases and finds that the disease is confined 
to women usually in early maturity or from the age of puberty 
to the climacteric. It is characterized by the appearance of a 
small, hard, painless tumor situated in any part of the surround- 
ing tissue of the breast, freely movable and slow in growth. The 


firmness continues until it attains considerable size and even then 
its cystic nature is not apparent. 


The enlargement of the auxili- 


ary glands, pain, irregular outline; and adhesions to the skin are 


°perators, upon this subject. 


characteristic of inflammation outside the sac and degenerative 
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change leading ultimately to the death of the organism and spon- 
taneous cure. The diagnosis is difficult and malignant growth 
often seems probable. The treatment should be always opera- 
tive. 


Epilepsy Cured by Hysterectomy. 

A remarkable case is reported by Dr. William P. Spratling in 
American Journal of Insanity for July. The woman suffered 
from some pelvic lesion of indeterminable character; upon ab- 
dominal section the uterus being found to be a retention cyst, it 
was removed with all appendages. The patient has been free 
from the disease since that time. She had had an operation on 
the brain for traumatic trouble, to which the epilepsy was at- 
tiibuted, but this did not benefit her, as the epilepsy was evi- 
dently the result of an auto-intoxication. 


SURGICAL NOTES. 


Butter of Antimony in Surgical Tuberculosis. 

Garrigues (Medical Progress) mentions the dangers of gen- 
eral infection to be feared in the local or surgical treatment of 
tuberculous disease in many localities. As a safe and effective 
method he recommends the use of butter of antimony, which is 
official in the British Pharmacopeia. In tuberculous ulcers, for 
instance, the butter is applied to the surface of the ulcer and re- 
applied when the slough separates, which takes about four days. 
This is continued until the granulations are a healthy, cherry- 
red color instead of the whitish, opalescent type characteristic 
of tuberculosis. The slough varies from the thickness of a piece 
of paper to one-half inch, according to the degree of tissue de- 
generation. The sloughs should not be pulled off, but should be 
allowed to separate. The same method may be employed in 
glandular and other forms of tuberculosis, in connection with 
appropriate surgical intervention, providing the whole suppurat- 
ing or infected surface can not be removed. A tortuous, infected 
sinus, for instance, is to be slit up so it will be well under the 
eye before the antimony is applied. 


Operation for Bright’s Disease. 

Dr. Ramon Guiteras, Professor of Genito-Urinary Surgery in 
the New York Post-Graduate Medical School, (in New York Medi- 
cal Journal, November 7 and 14, 1903), comes to the following 
conclusions: 1. Chronic nephritis should not be operated upon 
until medical treatment has proved of no avail. 2. The time for 
operation is when it is noticed that the process is advancing 
rapidly and we fear that the heart will soon become overtaxt. 
3. The operation for chronic Bright’s disease which has proved 
least dangerous and which has shown the best result is nephro- 
pexy performed on a single movable kidney. 4. The most unfa- 
vorable cases for operation are those of diffuse nephritis. 5. 
Cases of general anasarca with bad heart action should not be 
operated upon; if the heart action is good, an operation per- 
formed as a dernier ressort may give the patient a few extra 
months of life, provided they survive it. 6. Where there has 
been a markt destructive process in the kidneys as a result of 
nephritis, the operation may relieve them for a number of weeks 
or months, but they generally fail again and die when the new 
capsule begins to contract. 


Death from X-Rays. 

A letter was written to the Medical World by a physician 
from Springtown, Texas, describing an x-ray burn produced by 
a physician living in a neighboring town. The patient was in 
a health, except a chronic eczema and the x-ray was given to 
rclieve the itching. Details are not given regarding the kind of 
tube used, but it was energized by a static machine. After sev- 
eral exposures, a burn of about 10x12 inches on the patient’s back 
was produced. He was also burned on the left portion of the 
abdomen for a space of 4x6 inches and over the left lumbar 
region 4x8 inches. The skin slought off, leaving a red, raw, dis- 
charging surface. At times the itching was so severe that noth- 
ing but full doses of morphine could control him. After about 
three weeks’ suffering, delirium set in, which continued for about 
five days, resulting in death. Able counsel was had and the 
greatest care taken to keep the surfaces aseptic and to support 
the general system; but without avail. Commenting upon this, 
the editor of the American Electro-Therapeutic Era says: The 
writer is quite correct in feeling that the x-ray is a dangerous 

agent to put in the hands of an inexperienced operator. 


High Operation for Varicocele. 

Concerning this important subject American Medicine says, 
editorially: It is well known that varicocele of greater or less 
extent exists in many young men. The etiologic factor usually 
ascribed are relative youth, sedentary life, constipation, relaxt 
animal fiber, etc. The patient often entertains needless fear of 
testicular atrophy and sexual impairment, and quacks and charla- 
tans are wont to use the knowledge of the condition as a means 
for replenishing their exchequer. WVaricocele may rarely cause 
serious atrophy of the testicle, and frequently the testicle on the 
affected side is some smaller and softer than its fellow, but 
serious impairment of the sexual function from this cause must 
be rare indeed. Statistics show that bilateral varicocele exists 
in about 8 per cent of all persons afflicted with this condition, 
and that of the unilateral cases only about 8 per cent appear on 
the right side. The vastly greater frequency on the left side is 
ascribed to various anatomic conditions, such as pressure from 
the sigmoid flexure upon the left spermatic vein; increast vol- 
ume of blood in this vein from the colic branches; t he entrance 
of the left valveless spermatic vein into the left renal vein at a 
right angle, etc. Generally the wearing of a suspensory is suf- 
ficient to relieve any pain or dragging sensation in the affected 
testicle. Occasionally, however, operation is justified in case of 
small varicocele, on account of the hypochondriac tendencies of 
the patient. Operation is, of course, indicated when the vari- 
cocele assumes undue proportions. The three operative meas- 
sures of establisht usage are: Subcutaneous ligation of the 
veins; ablation of a portion of the scrotum for the purpose of 
shortening that pouch and thus supporting the testicles; and the 
open scrotal incision. The last is the safest of these procedures 
and is the one usually employed. It appears, however, that in 
the practice of army surgeons in the United States a method dif- 
ferent from any of these is being used to a considerable extent 
and with satisfaction. A circular was sent out from the Sur- 
geon-General’s office early in 1901 calling attention to the prac- 
ticability and safety of the suprapubic operation for varicocele, 
and since then this method has been employed in a good many 
instances by army surgeons. In a recent article Thornburgh re- 
ports having operated upon 33 army recruits in which the supra- 
pubic method was employed. Mention is also made of 44 other 
instances in which this method was employed by other army 
surgeons with satisfaction. Briefly the operation consists in 
making a 3 cm. incision, extending thru the skin and deep fascia, 
whose center is over the external ring of the affected side, par- 
allel to Poupart’s ligament. The cord is exposed, the vas dis- 
sected free to near the testicle, the latter together with the en- 
larged and tortuous veins, is brought up into the wound by gen- 
tle traction. The veins are ligated in two places with a No. 3 
cumolized catgut, the intervening segment of veins resected, and 
the cut ends approximated as in the open scrotal incision. The 
deep structures and skin wound are approximated with No. 1 
cumolized catgut. Thornburgh had slight suppuration in one in- 
stance and this he attribued to the use of chromic catgut which 
was not readily absorbed and caused irritation. In army prac- 
tice the recruit is operated upon when the varicocele is as large 
or larger than the testicle of the sound side. Advantages claimed 
for the suprapubic site are more certainty of disinfection, less- 
ened liability to stitch abscess and other infection, more favora- 
ble site for the application and retention of an eae dressing, 
and lessened probability of sinus formation. 


Cancer of Bowel. 

What shall be done for cancer of the bowel, and especially 
for the intestinal obstruction which appears late in the disease? 
These are important questions, upon which Dr. Homer Gage, of 
Boston, has recently expresst his opinion—based upon a rather 
large experience. He calls attention to the fact that the best 
results have been obtained where the tumor was situated about 
either the cecum or the sigmoid flexure of the colon. In judging 
of the results of operative treatment, one must distinguish be 
tween immediate and eventual results; from which standpoint 
he says that operation should be performed early or not at all. 
He advises against “palliative operations” as tending only to 
prolong the patient’s suffering. Colostomy and the various 
forms of intestinal anastomosis and exclusion should therefore 
only be resorted to under special circumstances. Colostomy may 
be necessary for the relief of acute intestinal obstruction, or 
under other conditions as a preliminary to restoration, but in ad- 
vanced cases he believes the patient had better be left to die in 
peace and as soon as possible. His conclusions are as follows: 
(1) In cases of chronic obstruction there is room for wide dif- 
ference of opinion as to the advisability of operating. If opera 
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tion is postponed until obstruction has become complete, or 
nearly so, operation will only serve to discredit surgery. (2) In 
cases where operation has been delayed until a palpable tumor 
can be demonstrated it is probably unjustifiable to resort to even 
an exploratory operation. (3) There probably is a time, in 
every case of cancer of the intestine, when the growth is local 
and can be removed with reasonable probability of a very long 
period of immunity. It is, therefore, important that the early 
symptoms of intestinal cancer should be more carefully studied 
and better understood. (4) Exploratory incision should be re- 
stricted to those cases in which the earliest symptoms are those 
of acute intestinal obstruction, acute or chronic appendicitis, or 
of chronic intestinal disturbance in cases in which the presence 
of malgnant diesase is strongly suspected. (5) Exploratory in- 
cision should be followed by radical operation only in those cases 
in which the disease, so far as gross examination will enable one 
to judge, can be wholly isolated and removed. (6) Palliative 
operations are rarely justifiable. 


Syphilitic Rheumatism. 

This condition is not as rare as one would infer from New 
York Medical Journal’s abstract of a case-report by Villanene; 
which, however, is interesting. The patient was a man aged 
thirty-two years, with a syphilitic history dating five years prev- 
iously, who developt all the symptoms of chronic articular rheu- 
matism, with affections of a number of joints. The use of sali- 
cylates was of no avail. He had no signs of syphilis, except 
sears of the chancre and of buboes, and his glands were slightly 
enlarged and indurated. The epiphyses of the large bones were, 
however, enlarged and tender, the knees swollen, and the gait 
painful and stiff. The muscles of the leg and thighs were atro- 
phied and the ankle-joints presented the same changes as the 
knees. The left shoulder was somewhat more prominent than 
the right, and motion was limited in abduction, extreme motion 
being painful. The muscles of the arm and forearm were mark- 
edly atrophied. There was a spina ventosa at the first phalanx 
of the little finger of the left hand. There was pain on pressure 
over the small joints at the tarsometatarsal junction. Anti- 
syphilitic treatment had the desired effect, and the patient gain- 
ed in weight, as well as in strength. The etiology cf the joint 
affection was therefore undoubtedly syphilitic. 


Cysts of the Pancreas. 

These somewhat rare growths are classified by Dr. C. G. 
Cumston, of Boston, thus: (1.) Retention cysts, due to obstruc- 
tion of the duct. (2.) Cystic adenomata, of the pancreatic pan- 
enchyma. (3.) Retention cysts which take their origin in glan- 
dular vesicles and in the smaller excretory canals, the lumen 
of which has become contracted by chronic interstitial pancreati- 
tis. (4.) Pseudocysts, which originate in inflammatory or trau- 
matic lesions of the pancreas and cause retroperitoneal hemor- 
rhage or an accumulation of blood in the omental bursa. The 
great majority of retention cysts are of small size and rarely 
cause serious symptoms. The second type is analogous to the 
cyst of the ovary, and is a true new growth. The development 
is slow, without inflammation, and resembles the development 
of the multilocular ovarian cyst. The cysts which are not con- 
nected with excretory canal of the pancreas are usually in the 
tail of the organ, may be quite large, and contain blood which 
may be associated with inflammation or with simple rupture of 
blood vessels. The pseudocysts are probably caused by trau- 
matism in the upper portion of the abdomen, hemorrhage having 
occurred in the peritoneal fold of the omentum, near the pan- 
creas, and may perhaps have included the parenchyma of the 
pancreas. Other causes for these tumors are gastroenteritis and 
infectious disease. The treatment for cysts of the pancreas con- 
sists in incision and drainage, or extirpation. The incision 
should usually be in the median line of the abdomen, exception- 
ally over the most prominent part of the tumor. It is well to 
attach the cyst wall to the abdominal wall or to the parietal 
peritoneum before incising it. After emptying the cyst and irri- 
gating its cavity with saline solution, a large glass drainage tube 
should be introduced to the bottom of the cavity and surrounded 
by sterilized gauze. If the cyst is not extirpated, another tumor 
May subsequently develop. If drainage is resorted to, a fistula 
may result which may give rise to various complications, but in 
Most cases the fistula will eventually heal. 


Operations for Brain Tumor. 
Three hundred and sixty-five operations for cerebral and 
cerebullar tumor have been collected by Starr; in 11 of which 
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moved. In 59 cases the tumor was removed, but the patient 
died, while in 168 the patient recovered. The accuracy of diagno- 
sis is greater in recent years; for now surgeons as well as neu- 
rologists are well aware of the fact that when there is a history 
of slowly-progressing disease, with symptoms of headache, vomit- 
ing, vertigo, cerebral discomfort, progressive emaciation and 
feebleness, and gradual loss of sight due to choked disc, the only 
possible hypothesis is the existence of braintumor. The localiza- 
tion of tumor has become more definite and the newer surgical 
means of access to the brain have rendered operation safer. The 
invention of the electrical saw is of special advantage in head 
surgery. It has been shown that it is of great importance in ex- 
traction of tumor to have plenty of space, and that large bony 
flaps can be replaced without danger. It has also been shown 
that extensive cutting and taking away of parts of the brain is 
not necessarily attended by danger if hemorrhage is not exten- 
sive. For these reasons he thinks the statistics of the next ten 
years will show a much greater percentage of successes than 
do the statistics up to date. As regards cerebellar tumors, how- 
ever, the prognosis is not good. Only one-tenth of the cerebellum 
can be reacht by the surgeon thru the occipital fossa, as he has 
determined by measurements on the cadaver, and the accessible 
region is rarely the seat of cerebellar tumor; it is usually in the 
middle lobe of the cerebellum, directly beneath the tentorium, or 
lies in the sulcus between the cerebellum and the pons, both of 
which cannot be reacht by the surgeon. He thinks, therefore, 
that the operation thruout is a futile one. The causes of failure 
in operations for brain tumor are: (1.) Mistakes in the diagno- 
sis, the local symptoms are not infallible; (2.) some tumors 
when accessible are not removable, such as infiltrating gliomata 
without boundary. The dangers of hemorrhage and meningitis 
are-less dreaded than formerly, and proper asepsis prevents the 
latter complication in all cases. 


Treatment of Tubercular Peritonitis. 

Dr. Miles F. Porter, Professor of Clinical Surgery in the Ft. 
Wayne College of Medicine, says the operative technic in tuber- 
cular peritonitis should be such as to give the patient the bene- 
fit of as nearly all of the known curative agencies as is possible 
with the use of good judgment. The inoculation of a tuber- 
culous peritoneum with putrefactive bacteria is a procedure too 
dangerous to be practical. Incision should be free; fluid, if 
present, completely removed; tubercular foci, if accessible and 
not too numerous, should be removed, adhesions should not be 
disturbed save when necessary for the removal of tubercular 
deposits, fluid or the relief of bowel obstruction (an exception 
to this rule should be made in those cases in which the adhesions 
are easily separated and extensive enough to prevent free access . 
of light and air); drainage is dangerous and should not be used 
except in cases of mixt infection; lavage with hot water is not 
injurious and may be beneficial; chemical antiseptics should not 
be used save in mixt infections. The abdominal cavity should 
be freely exposed to light and air for several (ten to fifteen) 
minutes. He sees no valid objection to the exposure of the cavity 
either to the x-rays or the ultraviolet rays of Finsen; indeed 
he would advise a trial of both of these agents, and is preparing 
to use the latter in the next case coming to him for treatment. 
That actinic light will penetrate the human body seems proven, 
but there seems to be sufficient reason for believing that the ef- 
ficiency both of the x-rays and actinic light, in the treatment 
of tubercular lesions, is much enhanced by exposure of the lesion 
to the direct influence of the rays; therefore there is good rea- 
son for believing that operative treatment along the lines indi- 
cated above, coupled with direct exposure of the abdominal 
cavity and contents to actinic light, or to the x-rays, will prove 
a better method of treatment for tubercular peritonitis than 
any other yet devised. In case the actinic light or the x-rays 
is not available, the cavity and contents should be freely ex- 
— for several minutes, to the strongest light that is avail- 
able. 


Purulent Arthritis. 
Berg regards a careful blood-examination as necessary in all 
inflammation of joints presumably purulent in degree; and 
evacuation, irrigation and drainage absolutely essential as soon 
as the presence of pus in the joint is demonstrable. In the mild 


forms of arthritis there is very little tendency to the destruction 
of the synovial membrane or ligaments, and septic symptoms are 
not severe, but in worse cases there is more or less destruction. 
For the milder grades the old methods of single or multiple in- 
cision of the joint, evacuation of the exudate and drainage give 


the tumor was not found, and in 27 of which it was not re- 


very good results and may restore the joint to perfect function; 
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but in the severer cases he follows the advice of Mayo: of mak 
ing a transverse anterior incision thru the patella into the joint, 
with partial dislocation of the femur and the tibia by extreme 
flexion and dry packing of the synovial cavity. Of course, this 
destroys the future function of the joint, but this can scarcely 
be avoided in any case, and he suggests from his experience that 
good results may follow the same treatment in the other large 
joints, especially the elbow, ankle and wrist. In the after-treat- 
ment of arthritis immobilization of the joint should be employed 
until the acute inflammation subsides and ihen passive motion 
cautiously applied. Forcible passive motion is to be deprecated. 
For the periarthritis, the Priesnitz cold pack, combined with 
douches and massage he says may be employed with satisfactory 
results. The pseudo-arthritis and periarthritis leave no ultimate 
impairment of the joint function, nor do the serous, serofibrinous 
or catarrhal types of arthritis, tho prolonged drainage of the 
joint for pyarthrosis is usually followed by fibrous ankylosis. 
This, however, varies, and he has had cases where the joint 
function was completely restored. 


Deaver on Exophthalmic Goiter. 

Concluding his article on surgery of the cervical ganglia of 
the sympathetic, Dr. John B. Deaver, of Philadelphia, says (An- 
nals of Surgery) (1) That, as surgical treatment is recognized 
as the most satisfactory in exophthalmic goiter, so is complete 
bilateral cervical sympathectomy to be considered the operation 
of choice. (2) The operation should not be performed during 
the height of psychical irritation or tachycardia, nor by an 
operator who has not an absolute knowledge of the anatomy of 
the neck and a large experience in dealing with difficult opera- 
tive procedures, or the means at hand to cope with any emer- 
gency. (3) The results of the operation are far better than the 
other procedures, the mortality is much lower and, in cured 
cases, the improvement is permanent. (4) In chronic glau- 
coma, especially after the failure of iridectomy and sclerotomy, 
this operation may restore vision completely, unless the disease 
is too far advanced, with absence of light perception. (5) In 
recurring attacks of epilepsy, sympathectomy should be resorted 
to. The results warrant the operation. Jonnesco has reported 
12 cures and 4 improvements in 49 epileptics operated on before 
1899. 


Biliary Cirrhosis. 

Dr. John B. Deaver, Surgeon to the German Hospital, Phila- 
delphia, has an article in New York Medical Journal, in which 
he says: Since operative treatment of cirrhosis of the liver, ad- 
vocated first by Talma, has been practist by many foreign as well 
as American surgeons, the subject has been brought more promi- 
nently before the profession. The operative treatment of this 
condition has not, however, added anything new in the way of 
etiology, and it is in this connection that the writer has thought 
it well to call the attention of the profession, particularly the 
medical men, to neglected gallstone disease as a causative fac- 
tor in producing biliary cirrhosis. The etiology of the hyper- 
trophic forms of cirrhosis of the liver has never been clearly de- 
fined, altho in addition to alcohol, certain vague toxic products 
of faulty metabolism are assigned a prominent role in the 
causation. Infectious cirrhosis and that due to chronic conges- 
tion of the blood vessels are also to be mentioned. Another form, 
cirrhosis from chronic obstruction of the bile ducts, is only casual- 
ly refered to by most clinicians, and yet it is frequently observed 
as a result of neglected gallstone disease. I have observed in a 
number of c2ses that markt liver-alteration has attended chronic 
duct obstruction by a stone in which careful bacteriological ex- 
amination showed the absence of micro-organisms. The appear- 
ance of the liver somewhat resembles that of the hypertrophic 
cirrhosis of Hanot. The liver is slightly enlarged, hard and 
elastic, icteric in appearance, and mottled with varying shades of 
color between green and yellow. The connective tissue over- 
growth is apparent, giving a streakt apearance. A biliary cirrho- 
sis of this type may be caused by the destructive action of ob- 
structed bile upon the liver cells, with or without the presence 
of infection. In many cases the obstruction to the duct is not 
complete and jaundice does not occur, and yet at operation the 
liver is found to be diseased. In such instances the extension 
of the inflammation from the common to the hepatic ducts is re- 
sponsible for the liver lesion. If bile, thrown back into the gen- 
eral circulation, reacts upon such organs as the kidney and heart, 
how much greater must be the injury to the liver, which, from its 
location, must bear the brunt of this attack? Biliary cirrhosis, 


as proved at the operating table, may result also from: gall- 


bladder cholelithiasis and gall-bladder infectious diseases which 
have invaded the radicles of the hepatic ducts. Clinically there 
are but few symptoms beyond those due to the duct, the gall. 
-bladder lesion, and the adhesions which have resulted from the 
inflammatory reaction. The increase in the size of the liver can 
rarely be appreciated by a physical examination, tho by means 
of the latter the spleen will be found to be normal in size or 
nearly so. It will be remembered that in Hanot’s cirrhosis the 
splenic enlargement is an.early and valuable sign. The patient 
may complair of a feeling of fulness or even pain in the region 
of the liver, tho this is never a prominent symptom. Jaundice as 
a symptom is unreliable and varies in a remarkable manner. Of 
recent years no symptom of a surgical lesion has received such 
close attention, and, as is well known, icterus has ceast to be of 
much diagnostic importance in disease of the biliary tracts. The 
treatment of such biliary cirrhosis is that of the primary condi- 
tion, removal of the obstruction and re-establishment of the pat- 
ency of the common duct. It will be found by experience that 
in nearly all cases the best results are obtained by” opening the 
common duct high up and instituting hepatic drainage. In other 
cases a fistulous communication between the gall-bladder and 
bowel may suffice. Finally, it must be acknowledged that an ob- 
struction to the common duct by a stone, or its results, should 
never be permitted to exist for the time sufficient to cause de- 
struction of the liver cells. The diagnosis of cholelithiasis hav- 
ing been made, with or without jaundice, an operation should be 
urgently advised and at once performed. The time has arrived 
when the sequelae attendant upon neglected gallstone disease, 
such as chronic gastric affections, pancreatitis, and biliary cirrho- 
sis, should be met with in but few cases, and the resnonsibility 
for these complications rests to a greet extent with the medical 
men. 


Finsen Light for Lupus. 


According to a late report from the Finsen Institute, 456 
cases of tuberculous ulcer of the skin, commonly called lupus 
vulgaris, had been treated up to the end of 1900: The immense 
amount of labor this entailed may be appreciated when it is re- 
called that the least number of sittings any one patient required 
was 20—of one hour each—while most demanded from 300 to 
500 hours. Of the cases treated prior to 1901, 412 have been pro- 
nounced cured. Altogether 804 cases have been treated by con- 
centrated are light at the Copenhagen Institute. Of the 412 
“cures,” 124 have passt from two to six years without any evi- 
dence of return; the other 288 appear to be cured, but had to 
have some secondary treatment. 


Prognosis in Epiphyseal Operation. 


In epiphyseal fracture or in the separation which quite often 
occurs in young subjects, a very guarded prognosis should always 
be given, because ideal union (without more or less ankylosis) 
is rare in the adult and in the young the injury may be followed 
by either suspended growth or premature ossification of the bone 
—deformity thus resulting. 


Removal of the Tongue for Cancer. 

Excision of the tongue for even so serious a condition as 
carcinoma does not seem to be a very grave procedure if one fol- 
lows the method practist by Whitehead, who has recently re- 
ported 116 cases with but 3 deaths. In all of these the tongue 
wes completely removed without any external incision, prelim- 
inary ligation of the lingual arteries, or a previous tracheotomy. 
He discusses the four chief deviations suggested by surgical au- 
thorities in the removal of the tongue: division of the jaw, use of 
the ecraseur, preliminary tracheotomy, and preliminary ligation 
of the lingual arteries, concluding that the first is wholly un- 
justifiable and that the ecraseur should be abolisht from the list 
of recognized surgical instruments. The air passeges can be so 
guarded against the entrance of blood and septic matter as to 
make useless a preliminary tracheotomy; in addition there is a 
greater mortality following ordinary tracheotomy than need re- 
sult from excision of the tongue. Preliminary ligation of the 
linguals is unnecessary, and for the average surgeons it is much 
easier to secure the vessels in the mouth. To secure the best 
advantages no operating table can be compared with an ordinary 
high-backed rocking chair. In this the patient, when properly 
secured, can be placed in any position desired et a moment’s 
notice. Whitehead concludes his article by declaring that his 
confidence in the success of lingual surgery in cases of cancer 
distinctly increases with extended experience. 
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